MARYLAND STATE DEPARTMENT OF HEALTH 
ion of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


MEDICAL EXAMINER'S CERTIFICATE OF DEATH a” 


EATH = 2. USUAL RESIDENCE (Where deceased lived, If institution: Res 


admission) 


m 

=s 
a] 
=n 


So, ae Bie . STATE b. COUNTY 
eg = walle many MARYLAND F Md. : Allegany : 
g°E2 b. CITY OR TOWN (if outside corporata limits, ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearast town) 
3 Bes write RURAL poaiaiy nearest town) . 
ego° Cumberlan 3 days Y Barton 
20 nae : pS aie = = = 
25.5 d, NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give straat eddress) od, STREET ADDRESS RESIDENCE 
Bal bin: / ON A FARM? 
Spa at Memioral 
2g —o - — el = 
Sen 3 NAME OF First Middle Last 4. DATE 
ens DECEASED oF Sept. 2 
= Sele (ypeererin) Robert Clayton Andrews DEATH pt. 25 
5. SEX 4 6. COLOR OR RACE B. DATE OF BIRTH ~]9, AGE (In years |IFUNDERT YEAR| IF UNDER 24 HRS. 


7. MARRIED [_] NEVER MARRIED [_] 


® 
= 
= 
Ey 8 birthday) |Months| Days | Hours | Min. 
v& 3 Male White wivoweD [34 Divorced [_] Sept. 22, 1874 i ye, | 
Eales Tos, USUAL OCCUPATION (Give kind a Dee 106. KIN OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foraign country) 12. CITIZEN OF WHAT COUNTRY? 
=n luring most of working life, even if retire 
eyeok “iinet Coal Mine Barton, Maryland U.S.A. 
4 es ea tc. dee. 'S = 
2 Bo Ss, 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
SeQse 
age oF Joseph Andrews not known 
1c) Ei s Be WAS pasy a re Ela SLL eT AUSSIE “INFORMANT a Address ia 
ao St (Yac, no, or unkown) | (Ifyesgivewarordatesofservica) 
TEES 161-10=8055 Elizabeth A. Russell—Barton, Md, 
S38 4 18. CAUSE OF DEATH [Enior only one couse per line for (e), (b), and (eh) " 4 ; ' "7 INTERVAL BETWEEN 
ces ONSET AND DEATH 
£ 2G PART |. DEATH WAS CAUSED BY: TT ne y EMB ov S 
=SEz IMMEDIATE CAUSE a)_ PULMONARY  EMBOLIS 3 | ee 
$ oa 7 DUE TO 
afag t: : FRACTURE OF LEFT HIP 3 Days 
628 Conditions, if any, which (b) 
Snes . 20 rise to immediate couse — 
of ee (a), stating the u ing ( PUETO 
3 iz < 3 - causa last. (e) 72 p -  , 
= a 2 s ic 3 “PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL ‘DISEASE ‘CONDITION ; GIVEN IN PART 1(i 19, ie AUTOPSY 
Sou os —— as - REFORMED? 
vp ga = , 
= g YES no E] 
2S8B85§ ASL . See kz 2. “ss 2 a = pg NOE] 
£25 5 © 1200. EXTERNAL CAUSE WAS 2Db, DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Part | or Part Il of item 18.) 
u2o— & | PRIMARY [PF or CONTRIBUTING [J 
= = a3 G | CAUSE OF DEATH. Fell on steps at home 
pa ee : = ees — =. 
S222 % | abe. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Hons, form 20f. (City or town) (County) (Steta) 
EU Do 5 H oy While __ Not Whila factory, street, offices bldg., alc.) | 
Eige al 11M Bagh Be, GEOG ee ine | Berton, Alleceny, M 
3 2ok 21, 1 certify that | took charge of the remains described above, held an Autopsy Inspection Inquiry ix and in my opinion 
E20 is death resulted from: Natural causes [_ |, cident ee Suicide [[]. Homicide fal: Undetermined manner BI 
Ty 
mv. a 
o Sm a ae CHIEF MEDICAL EXAMINER 
esk 
od ga 3 ACTUAL ASSISTANT MEDICAL EXAMINER DATE SIGNED 
225 SIGNATURE — arobkcens, SEPT, 2%. 25 
a8sao EXAMINER'S KBewidet EDICT? 31 kTa: D DEPUTY MEDICAL EXAMINER [X] SEPT, » 25, 1965 
2 ; r < 
S2rNs AME (Typ: = OP SKI LIC, M.D. Address (Siraet, city, town, or county’ Cumberland, Md. 
Beses so 
WS ae “'122a. BURIAL, Cl me 22b, DATE THEREOF 2c, NAME OF CEMETERY OR CREMATORY 22d, LOCATION (City, town, or couniry) (State) 
AERA 4 
Qa+0 & foscow Mills Md, 


Buried (Specify) 
Burial 9/ 2865 Laurel Hill | 
23. FY BERA a i é esterne: 24a, REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
VS, AISME ernport, Md, nap 
st BED 28 196K fhenles Jape 
a 7 : 


; MARYLAND STATE DEPARTMENT OF HEALTH 
§ DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFIC OF DEATH ATK? 
, Abee3. Seem e F DEAT! 14783 


Z. USUAL HESIDENCE (Where deceased lived, If institution: Residence before admission) 


PI 
AEE GANY wean || MARYLAND COAL LEGANY 


b. pant pea GF CAehe ee or anes ise IN 1b || c. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest town) 
rest town, 
CUMBERLAND 30 MLB i CUMBERLAND 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) || d. STREET ADDRESS 8. 1S ae 
831 MT, ROYAL AVE, vel wa 


3 WAME OF First Middle Last a DATE Month Day Year 
(ype or print) EDNA A. ARONSON DEATH SEPT. 9 1965 
5. SEX G. COLOR OR RACE] 7. MannieD PX] NEVER MARRIED[]| & OATE OF BIRTH i AGE (In years [IFUNDER 1 YEAR |IFUNDER 24HRS. 


FEMALE WHITE | wivoweo [Fj pivorceo-]|MAY 2, 189% tl call gi | ‘i 


LE yrs. 
10a, USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR LL. BIRTHPLACE (County & State, or foreign country) | 12. Sgr WHAT 


during mos} pf working life, even If retired) INDUSTRY 
amare RUSSIA Uyssts 
13. FATHER’S NAME 14, MOTHER’S MAIDEN N. 


JAM, 
LEWIS COHN iY Cc 


15. WAS DECEASED EVER INU.S. ARMED FORCES? lag SOCIALSECURITYNO. | 17. INFORMANT 


(Yes_u0, or unkown) | (Ifyes give war er dates of service) 
Wore. | MEMORIAL HOSPITAL,CU 


LEN 


vent, within 72 hours after igi 


uneral 
an 


papers. Pages}: 


completely filled in by the f 
carbon 


Address 

Oo a 

18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).2 INTERVAL BETWEEN 
1 


‘ONSET AND,DEATH 
PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a) a 2 Of kedlen, 


Goad ane cay anit mee {Aerectftee o Chisbecena teres Pada 


gave rise to immediate 2 


cause (a), stating the saad Btencerclrere, Ps Openerch ete I casa 
: (©) Gide) 


underlying cause last, ee se 


"PART I. OTHERSIGNIF [CANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED TO FHE TERMINAL DISEASE CONDITIONGIVENINPART (a) |19. WAS AUTOPS 
Ariel Coheted) , fCentteg arf he, atid, ves) NO 


20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part It of Item 18.) 
OR CONTRIBUTING [7] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 2Dd. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
Hour a.m. While Not While factory, street, office bldg., etc.) 
p.m. 19 at work] at work 


21. | certify that (I) (this hospital) attended the deceased from => Ao: 0. 19&/__, that (1) (we) last 
alive reas ck and that death sale. Adkten the causes and on the date stated above. 
a 22b. DATE SIGNED 5 
een, OE te OBE OL 2/772 


22d. ADDRESS 


NAI pus G, WEISMAN 58 


; 23a. BURIAL, rig | 23b. DATE THEREOF | 2ac. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) 


AS 2 ss sel so — oS Exot Vein) 25a, EC’D BY REGISTRAR | 25b. REGISTRAR’S SIGN: 
wy Poeaie Aten Terese Mone Canbeeend Pom SEP 14 1995 fb 


cremation, or removal, and 
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should be filed with the State Dept. of Health prior to burial, 
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a. 


—_, 


MARYLAND STATE DEPARTMENT OF HEALTH 


ION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 


my esa RESIDENCE (Where deceased lived, If institution: rete before admission) 


* MAR » RET EGANY 


MARYLAND 


write RURAL and give nearest town) 


b. CITY OR TOWN (if outside ee limits, 


c. LENGTH OF STAY IN 1b 


| DAY 


c. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest town) 


*~ CUMBERLAND, MD. 


d. NAME OF HOSPITAL a Re TTTIO (if not in hospital, give street address) 


MEMORIAL HOSPITAL 


“d, STREET ADDRESS ®. 


408 BEALL ST. 


TS RESIDENCE 
ON A FARM? 


3. NAME OF 
DECEASE! 


4 First 
(Type or print) 


arbon papers. Pages 1 and 2 


pletely filled in by the funeral 
nt, within 72 hours after deat! 


CATHERINE 


Middle 


Me 


Last 4, DATE Month 


5. SEX 


FEMALE 


6, COLOR OR RACE 


WHITE 


7. MARRIED [7] NEVER MARRIED [—] 


WIDOWED [X] 
| 10a. USUAL OCCUPATION (Give kind of work done 


bem SEPT. 27 
8. DATE OF BIRTH 


9. AGE (in ears TFUNDER 2 YEAR|IF UNDER 24 HRS. 
x2 ay) Months | Days | Hours | Min. 
POLY $,..1902 [63 om | | 


11. BIRTHPLACE (County & State, or foreign country) | 12. coe a er WHAT 


BROOKLYN, N.Y. ue 


DIVORCED [_] 


during most gf working life, even If rptired) 
13. FATHER'S NAME 


THOMAS CAMPBELL 


10b. in ial [yaduyg OR 
14, MOTHER’S MAIDEN NAME 


Decesee | RHODA WOOD Qeecneen. 


— 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? 
(07 ‘er unkown) | (Ifyes give war or dates of service) 


16. SOCIALSECURITYNO, | 17. INFORMANT Address 


— MEMORIAL HOSPITAL 


IMMEDIATE CAUSE (a) 


18. CAUSE OF DEATH [Enter only one cau; 


r line for (a), (b), and (c).2 INTERVAL BETWEEN 


transit permit. Then please 
, cremation, or removal, and in 


PART I. DEATH WAS CAUSED BY: 
, 


Mee, DUE To 
Cenditions, If any, which @) 


gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. (c) 


eu! ONSET AND DEATH 
VAAL nAe ON 
as" { = ae ae? Masti eas 


w0_\ 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOF RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 


19. WAS AUTOPSY 
PERFORMED? 


yes] no (] 


20a, ACCIDENT WAS UNDERLYING 
OR CONTRIBUTING 
(IF EITHER, NOT! 


CAUSE OF DEATH 


Ni a 7" . 
| 20b. DESCRASE HOW | 


MEDICAL EXAMINER) 


JURY OCCURRED. (Enter mal Injury In Part | or Part II of Item 18.) 


Hour a.m. 
p.m, 19 


MEDICAL CERTIFICATION 


saw the deceased alive on 


20c. TIME OF INJURY Month, Day, Year 


21. | certify that (1) (this hospital) attended the ne fro 
pom, 


20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 
While Not While factory, street, office bidg., etc.) 
at work [| 


20f. (City or town) (County) (State) 


at work 


, 194T_, that (1) (we) tast 
and that death occurred at__M, from the causes and on the date stated above. 


2a. SIGNATURE 


(be tade dite 


| 20d. DATE SIGNED 
ATTENDING D- STAFF 
PHYS * fal —binector CI pave. CI 


22c, PHYSICIAN'S 


Name) DR. FULLER B. WHITWORTH 


22d. ADDRESS 


3.05 WASHINGTON ST. 


= 
Ss 
‘ 
ES 
= 
S 
bo 
£ 
S 
= 
S 
2 
= 
s 
© 
z 
= 
< 
co 
Su 
Ea 
se 
& pe 
z 
ae 
mo 
£3 
>on 
2 

2 
£8 
eae 
5 
Pe 
Ss 
= 
Se 
=e 
aa 
ers: 
= 2 
o 
ss 
are 
Faye) 

cs 
ot 
2. 
7-4 
= 
oS 

o 
ees 
se 
ae 
Ee 
tz 
a> 
ye 
ans 
2 


director, page 3 should be detached for use as the burial 


should be filed with the State Dept. of Health prior to bu 
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", (State) 


vm Je, OF fh see! Ph 7 LOCATION Nit, ee town or county) 


vr AIS (4) 


beer FUN, eens 
ae spl eee 


URIAL, CREMAT ye 23 50 TH jog 
‘Bianca oe 


ROE Q 25a. Pal Dla han 25b. REGISTRAR'S SIGNATURE 


20M 1/65 


at 


oe ULT 1 ys (heo-vkrg Juedphe 


TO DEPUTY M 


24 hours after death. If any dela’ 


in Item 18. Give Pages 1. 


MINER: This certificate should be executed withi 


, 2, and 3 
. Page 5 may be 


ith form PM3 


F 


director. Page 4 should be forwarded to the Chief Medical Examiner's Office along wi 


retained for your files. 


certificate, writing the word “pending” in pen 


Please execu 


use MARYLAND STATE DEPARTMENT OF HEALTH 
Bivision.of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


5: - MEDICAL EXAMINER’S CERTIFICATE OF DEATH 4 ANRS 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institutlon: Residence before sdmlsslon) 
gS ds lg Alle a. STATE iq B.COUNTY ay 
Ny gany MARYLAND . ceany 
2 = b. CITY OR TOWN (if outside corporate limits, c, LENGTH DF STAY IN Ib || c. CITY OR TOWN (If outside corporate Ilmits, write RURAL and give nearest town) 
Es write Wor aly glye nearest town) Lif heriand 
=e Gum erlan ere ¢ Cumberlan 
ne @. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street eddress) || d. STREET ADDRESS e We ee 
ze xX. 335 Mt. View Drive ‘ 335 Mt. View Drive ves] no iJ 
ee 3. Aebeivee First Middle test 4. alg Month Day Year 
éX (Type or print) Helen Lucille Baumer DEATH Sept 3 1965 
b= 5._ SEX 6. COLOR OR RACE | 7, MARI 8. DATE OF BIRTH 9. AGE (i 
= . COLO! . MARRIED [-] NEVER MARRIED 5 5 In. years | JF UNDER 1 YEAR|IF UNDER 24 HRS. 
=o Female White O isl Jaat birthday) (Months) Days | Hours | Min. 
x wipowen KA oworcep[]| Apr. 15, 1892 yrs, 
z 10a. USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (State or forelgn country) 12, CITIZEN OF WHAT 
> during most of working Ilfe, even If retired) INDUSTRY COUNTRY? 
re Housewife own Home Md. 
gs 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME S 
oc . 
oP John F. Hadra Elizabeth (Radcliffe) Hadra 
zs 15. WAS DECEASED EVERIN U.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
oy (Yes, no, ot unkown) | ({fyes give war or dates of service) . 66 E. Irvin Ave. 
=e No 2Tarbe 1896 | Sevier 5. Baumer Haserstow 
Es 5 18. CAUSE OF DEATH [Enter only one cause per fine for (a), (b), and (c).1 INTERVAL BETWEEN 
TH. 3 
35 PAT 1 DEATHIMEDIRTE CAUSE Ce) CORONARY OCCLUSION SUDDEN 
ss % / DUE TO 
$s Conditions, If any, which (0) CORONARY SCLEROSIS -- 
$& gave rise to Immediate 
eis cause (e), ateting the DUE TO 
> underlying cause iast. (c). 

ig & | PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TD DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIDNGIVENIN PART 1(a) |19. “HAS Autopsy 
3S = 
3 = Yes [] ND iy 
a o 
2 = 20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part J or Part II of item 18.) 
i 5 byt a SF CONTRIBUTING o 
3 ° i 
= = | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
- a Hour e.m, while Not While factory, street, office bidg., etc.) 

8 
g = p.m. 19 at work L_] at work [| 


21. | certify that | took charge of the remains described above, held an Autopsy [_], Inspection vay Inquiry (x), and in my opinion 


of Health or its designated agent, prior to burial 


= 
a. 

& death resulted from: Natural causes [KX], Accident ["], Suicide [_], Homicide [~], Undetermined manner [_] 

3 . es CHIEF MEDICAL EXAMINER [_] 

== . ine _LoerceleeL p, ASSISTANT MEDICAL EXAMINER [—] 22, DATE SIGNED 
aioe é DEPUTY MEDICAL EXAMINER K] September 10,1965 
s RAM Typo) BENEDICT SKITARELIC ? M.D. Address (Street, city, town, or contfumberland, _ Md, 

> 2a. BURIAL, CREMATION, 2ab. DATE THEREOF 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
2a Bors | sept 13, 1964 Rose Hill Cumberland Md. 


24. FUNERAL DIRECTOR ADDRESS 25a. REC'D BY REGISTRAR| 25b. REGISTRAR’S SIGNATURE 


‘| _ Byron Kight Cumberland, Md. oe QEP 14 196 fOhavbeg fudge 


ecuted within : hours after death, 


® 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate 


VR A15 (4) 
15M 4-64 


Page 4 may be retained by the hospital or attending physician. 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MAI YLAND. 


4 

2 19626 CERTIFICATE OF DEATH 14786 

ig 

2: a 1. PLAC| DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admlssion) 

esol ed ok a. STATE b. COUNTY 

252 MARYLAND ALLEGANY 

gn Db. R TOWN (if outside corporate limits, c. LENGTH DF STAY IN 1b || c. CITY DR TDWN (If outside corporate limits, write RURAL and glve nearest town) 

a ee write RURAL and give nearest town) a. 

ea é 8 Days 

oly (OSPITAL OR INSTITUTION (if not In hospital, give street address) pe. STREET ADDRESS @. I$ RESIDENCE 

2en ON A FARM? 

meee HEART HOSPTTAL MARYLAND AVENUE ves] no Xl 

aS 3. NAME OF First D Yeai 

23 = BEBEAEED rst Middle ay ‘ear 

28s Sr aa BLANCHE 196 

Sos 5. SEX 5 CHER OR RACE | 7, MARRIEByhe] NEVER MARRIED [] | 8 DATE OF BIRTH 9. AGE (In years |IFUNDER 1 YEAR IF UNDER 24 HRS. 

pa > lpet birthday) poe Days | Hours Min. 
s 


104. 
during most of working life, even If retired) 


WHITE WIDOWED [_] DIVORCED {“] me y yrs. 
CUPATION (Givekind of work done| 10D. KIND OF BUSINESS OR Tl. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
INDUSTRY COUNTRY? 


625 Housekeeper At Home LAND U.S.A, 
gcd 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
aes Samuel Wilson Miria Smith 
Sie 15, WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT ‘Address 
fe 6 (Yes, bats unkown) | (If yes give war or dates of service) uy 07 0159 
sas 10 iad ts PTs 

oS 
{3 23 18. CAUSE OF DEATH [Enter only one cause per line for (a), (6), and (c).] aN eae 
ze PART |. DEATH WAS CAUSED BY: Cer arlurt : 
=S5 IMMEDIATE CAUSE (2) Prag arknt falas, a io) 
ol Og clio 0 fae 
's 4 tf x DUE TO Aaa C 
BSS Phe 3 a 
ae ponuttians, f any, ie we erage AA Sees Sie 3S ey 
B22 faune (@, stating the} OUETO 7” 

s a 
te = underlying cause last. (©). 
= & | PARTII-OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART (a) [19. WAS AUTOPSY 
Bay e 
a ee VAS ep Liti thatinreters ves] No [>] 
oD 2 AVCAM IVI e147?) Ayes) 17274 4 
ser = Boa, ROCIDENT WAS UNDERLYING = 20b. DESCRIBE HOW INJURY OCCURRED, (Ent@r nature of Injury In Part 1 or Part 11 of Item 18.) 

uo 
Seu Bi) CE EITHER, NOTIFY MEDICAL EXAMINER) 

S 
283 = | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200, PLACE OF INJURY (Home, farm,| 207. (Olty or town) (County) ‘Btatey 
Toe a Hour a.m. factory, street, office bidg., etc.) 
at a sm. a while, Not While — 
£23 = p.m. at worl at worl 2 : : 
ae 2 21. | certify that (I) (this hospital) attended the deceased fro ZT 192s, to_22 19 SS that (1) (we) last 

< ; “ 

See saw the deceased alive on_<2.49 0 *7=%- 19 G and that death pcourred at SOM, from the causes and on the date stated above. 
zoe ee ue AO, sf AG by ATTENDING ED, STAFF hie ees 
ety Li aes 2 = M.D._PHYS. > ae 1 prys. 
25S | 226. PHYSICIANS 22d. ADDRESS 
BSS ee DR, LEO LEY, JR. NL._CENTER ST. CUMBERIAND, MARYLAND, _ 
mes 33a, BURIAL, CREMATIDN,| 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (tate) 
eve 
= 


peat Specify) 


ieraat 9/28/65 
24. FUNERAL DIRECTOR 


Ruth E. Silcox Cumberland Maryland 


Hillcrest Burial Park Cumberland Maryland 
ADDRESS 25a. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


var EP 28 i (hanbag eed ge. 
Uo 


i 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division ef STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


a MEDICAL EXAMINER'S CERTIFICATE OF DEATH 14787 


PLAGE OF DEATH item 9 Fiim 3 MESIDENCE NWhere deceased lived, If institution: Residence before admission) 


a 
ALLEGANY ‘ie a. STATE MARYLAND b. COUNTY ALLECANY 


b. CITY OR TOWN (If outside corporate limits, c. LENGTH DF STAY IN 1b €. CITY OR TOWN (If outside corporate limits, write RURAL end give nearest town) 
write RURAL end give nearest town) 


FROSTBURG D. O. A. x MI. SAVAGE 
Gd, NAME OF HOSPITAL OR INSTITUTION (if not in hospital, glve street address) | d. STREET ADDRESS 6. Is RESIDE DE 


MINERS HOSPITAL vesC) nol 


3. NAME DF First Middle Last . DATE Month Day Year 
DECEASED 


OF 

(Type or print) JOHN WESLEY BOWMAN peatH §=SEPT. 26, 1965 

5. SEX 6. COLOR DR RACE | 7, 8. DATE OF BIRTH 9. AGE (In years | IF UNDER 1 YEAR/IF UNDER 24HRS. 
7. MARRIEO [| NEVER MARRIED [] last birthday) bag Days | Hours | Min. 

MALE WHITE wipoweD X] _pvorceo[] |NOV. 4, 1887 (en yrs. 


10a, USUAL OCCUPATION (Give kind of work done | 10b. KiND OF BUSINESS OR Ii” BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 


MAINTENANCE IRALLROAD WEST VIRGINIA U.S.A. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


PETER BOWMAN MATILDA DOMAN 
15. WAS DECEASED EVER INU.S. ARMEDFORCES? F SOCIALSECURITYNO. | 17. INFORMANT Address 


(Yes, no, or unkown) | (If yes give war or dates of service) 
2-14-1620 MRS. NELLIE FOLK, MI. SAVAGE, MD. 


cessary, 
fe funeral 


State Department 


® 


hours after death. 


and 3 


le pages 1 and 2 


ee 
rs Office along with form PM3. Page 5 may be 


of Health or its designated agent, prior to burial, cremation, or removal, and in any event wi 


YES WW_4 7 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 


PART |. DEATH WAS GAUSED By: SET AND DEATH 
2p | IMMEDIATE CAUSE ne Ay, Ps 


encil in Item 18. Give Pages 1, 


ine! 


if Lf DUE TO 
Conditions, If eny, which (b) 
gave risa to Immediete 
ceuse {a), stating the ( DUE TO 
underlying cause last. (c). 


PART Il, OTHER SIGNIFICANT CONOITIONS CONTRIBUTING TO DEATH BUTNOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART 1(a) 19. WAS AUTOPSY 


yes [] No hd 


Deelugers/ 
SO ae ae 


20a. EXTERNAL CAUSE WAS 20b, DESCRIBE HOW INJURY OCCURREO. (Enter nuture of Injury In Part | or Part II of Item 18.) 
Ree oe Pere aL Ch 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) — 
Hour e.m. while factory, street, office bidg., etc.) 


p.m. 19 at work LJ et sae Ol 
21. | certify that | took charge of the remains described above, held an Autopsy [_], Inspection ¢,° Inquiry Xj, and in my opinion 
death resulted from: Natural causes BX], Accident [_], Suicide [], Homlcide [], Undetermined manner [_] 
3 , CHIEF MEDICAL EXAMINER [_] 
a mop, ASSISTANT MEDICAL EXAMINER [—] 2 ie ge: SIGRED 
es daaneatt DEPUTY MEDICAL EXAMINER pX) f ’ 
NAME (Type) Be ne di ey me Sk 1TARESL ic, MT) Address (Street, city, town, or county Se a! f d. 
23a, BURIAL, CREMATION, 23b. DATE THEREOF 23¢, NAME OF CEMETERY OR CREMATORY 23d. LOGATION (CRy, town or county) ta 


ale (Specify) 
9~29—1965 THODIST CEMETERY | MT. SAV. 


24. FUNERAL DIRECTOR ADDRESS 25a. REC'D BY 9 1966 REG|STRAR’S SIGNATURE 


ital, Ae fp. \ 
JOSEPH R. DURST, SR., FROSTBURG, MD. lomeSEP 29 196 a a er a E 


fficate, writing the word “pending” in pi 


MEDICAL CERTIFICATION 
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should be fomwarded to the Chief Medical Exam’ 


me certi 


please execu 
director. Pa; 


TO DEPUTY 


ge 4 
retained for your files. 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 14°788 


. PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, 1f institution: Residence before admission) 


* RP TLEGANY Saeviate *ARRYLAND © HD ETT / 


b. CITY OR TOWN (if outside Corporate limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give neares' 


a iSDBYS GRANTSVILLE WS tei 
d. NAME OF aia te Reritt ht (if not In hospital, give street address) ;] d. STREET ADDRESS @. Lae 
MEMORIAL HOSPITAL, MEMORIAL AVE yes] nok] 


3. NAME DF First Middl Last . DATE Month Da Year 
DECEASED tele * " 


(ype or print) MRS SARAH C, BROADWATER DEATH SEPT Il 19 ~=65 
cf har E| & COLOR OW RACE 7, MARRIED [] NEVER MARRIED[]| © DATE OF BIRTH S._AGE (in years [IF UNDER 1 YEAR IF UNDER 24 RS, 


WHITE winowen FR bivorceo [] 6/7/95 ery" day) ont Days | Hours Min. 


yrs. 
10a. USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR TE. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
INDUSTRY COUNTRY? 


during most of working life, even If retired) 
i Own Home MBRYLAND US A. 


5 
13. FATHER’S NAME | 14. MOTHER’S MAIDEN NAME 


JAMES WILEY ADELINE BOWSER 


15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 


es unkewn) a a ee MEMOR TAL HOS PI TAL CUMBE RLAND ; MD ’ 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).1 = INTERVAL BETWEEN 


ONSET AND, DEATH 
PART |. DEATH WAS CAUSED BY: / p ge zi 
a IMMEDIATE BE BY: pent eine Lan Oneness DP CNDES ‘Di 


feey DUE TO E 2 = 

Cenditions, if any, which o 6 eae - a aw Fewtel “= zk 

gave rise to Immediate 

cause (a), stating the ( OUETO 

underlying cause last. (c) 

PARFll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED T0 THE TERMINAL DISEASE CONDITION GIVEN INPART (a) 19. WAS AUTOPSY 

r ee pe PERFORMED? 

ws ga ll FEkdkey — 7 S/U-S6 Ss yes] No hq’ 

20a. ACCIDENT tis UNDERLYING 206. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part Il of Item 18.) 

OR CONTRIBUTING [} CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c, TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY(Home, farm,] 20f. (City or town) (County) (State) 
Hour a.m, While — Not While factory, street, officebidg., etc.) 
p.m. 19 at work at work 


21. | certlfy that (1) (this bret, ‘tended the deceased fro ee! =, that (I) (we) last 


19© $7 and that death occurred a prom the causes and on the date stated above. 
‘22b. DATE SIGNED 


ATTENDING MED. STAFF 
a mo. PHYS. {] birector [] puys. [1] 
22d. ADDRESS S"O O aS? 
| TEL CUMBERLAND, MD 


23a. BURIAL rsp | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 


REMOVAL (Specify) ae 
9 | Satara 2/15/65 ‘Le Cenetetigs 


> 2. Bee ERA DIRECTOR ‘ADDRESS | 25a: (REED BY REGISTRAR] 28.” RECISTRAR'S SIONATURE 
> ‘ Wale ; , 
Foe a Whureca—— Grantsville, Md BER 20 196 Z arb, Qeeak, 


= 


arbon papers. Pages 1 
BAL, within 72 hours aft “e 


eappletely filled in by the funeral 


U 


cremation, or removal, and in 


a 


MEDICAL CERTIFICATION 


filed with the State Dept. of Health prior to burial 


22c. PHYSICIAN'S 
NAME (Type) 


director, page 3 should be detached for use as the burial-transit permit. Then please r: 


should be 
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TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. 


rs. Pages 1 and 2 


completely filled in by the funeral 


e carbon 
? 


-transit permit. Then pleage 
|, cremation, or removal, ani 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


| danas CERTIFICATE OF DEATH 142789 
DEATH 


p USUAL RESIDENCE (Were dete Tied, 1 tution? Reside ef asin 
“ALLE GANY 


* FARYLAND * ALLEGANY 


MARYLAND 
b. oy DR TOWN (if pre ee areata, timits, c. LENGTH OF STAY IN 1b || c. CITY DR TOWN (if outside corporate limits, write RURAL and give nearest town) 
EOMBERENTS 10 DAYS ELLERSLIE 


MEMORIAL HOSPITAL yes) no EE 
3. peas First Middle Last 4. CATE Month Day Year 
(Type or print) HARRY Sa BROWNING | DeatH = SEPT. 2 65 
5 SER 6. CDLOR OR RACE | 7, MARRIED [at NEVER married (] &. DATE OF BIRTH 9. AGE NTIS IFUNDER J YEAR|IF UNDER 24 HRS, 
MALE WHITE WIDOWED [-] pivorceo -] NOV. ,1905 a vies ee | Bass ea 
ja, PSUALSCoUPATEGN ve kind of workdone| 10b. KIND DF BUSINESS OR Ii. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
uring most of working life, even if retired) INDUSTRY COUNTRY? 
BRAKEMAN B_& O R.R, PENAA, URS 


d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) || d. STREET ADDRESS 8 ee 


13. FATHER’S NAME 


HENRY BROWNING 


14. MOTHER'S MAIDEN NAME 


KATIE ANN KISER 


15, WAS DECEASED EVER INU.S. ARMED FORCES? 
(Yes, no, or unkown) | (If yes pive war or dates of service: 


) 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
Ho mie=55 40 


MEMORIALW HOSPITAL 
18. CAUSE OF DEATH [Enter only one caugesper line for (a), (b), and (c).] 


PART |. DEATH WAS CAUSED BY: ae greeted 


INTERVAL BETWEEN 
ONSET AND DEATH 


IMMEDIATE CAUSE (a). 


/ ‘4 q 
473 DUE TO 
Conditions, if any, which 6) (alee = ae, | oan Cnt 
gave rise to immediate 
cause (a), stating the ( DUETO Ne 
underlying cause last, (©) Veet 


PART II. DTHER SIGNIFICANT CONDITIONS sonia TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 


19. WAS AUTDPSY 
PERFDRMED? 


ves] No [ey 


20a. ACCIDENT WAS UNDERLYING ih 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Part | or Part I! of Item 18.) 
DR CONTRIBUTING [] CAUSE OF DEATH 


(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c, TIME OF INJURY Month, Day, Year 
Hour a.m. 


(County) (State) 


20d. INJURY OCCURRED 


While Not While 
at work at work 


factory, street, office bidg., etc.) 


MEDICAL CERTIFICATION 


20e. PLACE OF INJURY (Home, farm,) 208. (Clty or town) 


19 


that (I) (we) last 


F front the’causes and on the date stated above. 
| 22. DATE SIGNED 
0 


1905 a and that death occurred a 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physicia 


should be filed with the State Dept. of Health prior to burial 


director, pag 


VR AIS (4) 
20M 1/65 


ATTENDING ED. STAFF 
eet M.D. PHYS. pirector [_] Pls. 
nS 1C FE 
j _Naiecins be. WYAND F. DOERNER JR. | 47% N. MECHANIC ST. CUMB.BD. 
23a. ay ein och DATE THEREOF fe NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
mate” iM 5219 fe Hyndman Cemetery | Hyndman, Pa. 
ADDRESS 25a. REC'D BY REGISTRAR 


25d, Y le SIGNATURE 
a 


mntP 9 196 


Sly 


Hyndman, Pa, 


ry, 


in Item 18. Give Pages 1, 2, and 3 to the funeral 
Office along with form PM3, Page 5 may be 


Examiner’s 


dica 


please execute the certificate, writing the word pees in pen 


director. Page 4 should be forwarded to the Chief Me: 


retained for your files. 


TO DEPUTY . 7 This certificate should be executed within 24 hours after death. If any AD 


x MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


11420 MEDICAL EXAMINER'S CERTIFICATE OF DEATH »474y 
1. 2. COUNTY 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before eee 
lecan Frostburg, md. @. STATE b. COUNTY . 
ts Allegany = OF ~* MARYLAND W.Va. Marion 
os be ‘alte RURAlsang. “ave a or ‘on c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
2 5 ; 
= HOSTER MES DOA Fairmont 
= d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS @. yet dae 
eS MINER'S HOSPITAL 600 Opden Ave ves) nob 
2 3. NAME OF First Middle Last 4. DATE Month Day Yeer 
a DECEASED -OF 
R (Type or print) Herbert Oley Bruce DEATH Sept. 15 1965 
£ 5. SEX 6. COLOR OR RACE |7, MARRIED [~] NEVER MARRIED[~]] & DATE OF BIRTH 9. AGE (In yeers | IF UNDER 1 YEAR |IF UNDER 24 HRS. 
E Male White last birthday) "Wonths | Days | Hours Min. 
wipoweD [-] pivorced Tg | Nov 16,1895 yrs. 


10a, USUAL OCCUPATION ee kind of work done 11. BIRTHPLACE (State or foreign country) 
during most of working life, even If retired) 


Barber (Retired Wayne County W.Va. 
13. FATHER'S NAME | 14. MOTHER'S MAIDEN NAME 


Rufus 0, Bruce 


Minervia Logan 
15. WAS DECEASED EVER IN U.S. ARMEDFORCES? | 16. SOCIAL SECURITY NO. 
(Yes, ne, or unkown) hys0/18 2/719 


Wie pe 38S. Catlina Sst. 
Yes O/18_2/5/19|_233~-2h-9982 [ZL vs isd X— __Los Angeles, Calif. 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c). pian RB OEAgt 


10b. KIND OF BUSINESS OR 12. CITIZEN OF WHAT 
INDUSTRY COUNTRY? 


and in any eve 


A INSET AND DEATI 
PATON e SEE toh CORONARY OCCLUSION SUDDEN 
/ DUE TO —,.* 
Conditions, If any, which ) CORONARY SCLEROSIS sy 


gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last, (c) 


% | PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVENINPART1(a) {19. ee euezit 
ols ves ["] NO fat 

= 20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter neture of Injury in Part | or Part II of Item 18.) 

5 PRIMARY [j or CONTRIBUTING (J 

#1 | CAUSE OF DEATH. 

z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20. PLACE OF INJURY (Home, f: 20f. (Clty or town) (County) (State) 

oe Hour While Not Whil factory, street, office bi 

8 a 

= Mm. 19 et work{_] at work L] 


21. I certify that 1 took charge of the remains described above, held an Autopsy {_], Inspection fot, Inquiry fot, —_and in my opinion 
death resulted from: Natural causes 4aq,/7Accident [_], Suicide [_], Homicide ["], Undetermined manner [_] 
R 


? CHIEF MEDICAL EXAMINER [_] 
Seaton mp, ASSISTANT MEDICAL EXAMINER ["] 22. DATE SIGNED 
4 DEPUTY MEDICAL EXAMINER K]Sepnt. 15, 1965 
EXAMINER'S, . 2 
as NAME (Type) BENEDICT SKITARELIC, M.D. Address (Street, city, town, or county) NV 
238, BURIAL, CREMATION, 23>. DATE THEREOF 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 


of Health or its designated agent, prior to burial, cremation, or removal, 


REMOVAL (Specify) 


i We farion W, Va 
24. Be 4 aa ‘ADDRESS 25a, REC'D BY REGISTRAR | 25D. ABEGISTRARS SIGNATURE 
Robert B. Frey 320 Madison St. Fairmont,W.Va.! mokP 21 1969 "tv me id 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 147 


1 PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 


‘ALLEGANY wae WEST VIRGINIA” om 


b. CITY DR TOWN (if outside cory paras limits, c. LENGTH DF STAY IN 1b || c. CITY DR TDWN (If outside corporate limits, write RURAL and give nearest town) 


write RURAL and (en reese town’ 
CUMBE 3 DAYS RIOGELEY i 
d, NAME OF HOSPITAL a ‘a (if not In hospital, give street address) || d. STREET ADDRESS a ape 3 


MEMORIAL HOSPITAL RT.#I ves] nod 
5 NAME OF First Middle Last 4. DATE Month Day Year 
Facser plat) EATHEN GEORGE S8URKHART Bear SEPT. 419 65 
PEISEX 6. COLOR OR RACE | 7. MARRIED Px] NEVER MARRIED [_]| & DATE OF BIRTH 9. AGE In ome TF UNDER 1 YEAR |IF UNDER 24 HRS. 
MALE WHITE | wowe vvorceof]| JAN,26, 1388 ips ‘a dated licss has | a 


| 10a, USUAL DCCUPATIDN (Give kind of workdone| 10b. KIND os opal DR ay murs (County & State, or foreign came 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTR’ OUNTRY? 


MACHINIST BE ORR PENNA SA, 


13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 
ALBERT M, BURKHART ALMENA LAHMAN 


15. WAS DECEASED EVER INU.S. ARMEDFDRCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 


Yes, no, or unkown) ingires’ war or dates of service) 
-705-09-9970| _ MEMORIAL HOSPITAL, CUMBERLAND, MD, 


18. CAUSE OF DEATH [Entcr only one cauge_per line for (a), (b), and (c).] INTERVAL TWN 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE ( 
vA Los 


ooh 


fter dea 


jon papers. Pages 1 and 


letely filled in by the funeral 


ai 


within 72 hours a’ 


jan and 


-transit permit. Then please rem 


Conditions, if any, which 

gave rise to Immediate 

cause (a), stating the DUE TO 

underlying cause last. (c). 

PART Il. DTHE! NIFICANT CONDIT}ONS CONTRJGUTING TOD! UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART1(a) 19. Was AUTOPSY 
Pr Z yes] No 

20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. ‘OF injury In Part 1 or Part ti of Item 18.) 

DR CONTRIBUTING TH ——— 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 

20c. TIME DF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20; (City or towp) (County) (State) 


Hour a.m, While While factory, street, office bidg., etc.) 
ni eat at work | Jat work 


21. yey that (D) (this hospital) avendedl the deceased from 4/2 /4 , 19__¢ that (0) Lave) last 
the-decea we alive pn 19_____, and that death pccurred a , from the pauses and on the date stated above. 


226. DATP/SIGN! 
a ATTENDING ED. 
se han VY 


s 


MEDICAL CERTIFICATION 


M.D. PHYS Director (1) privs. CI 


MO 7, J Wi Mnaeet JID Re var A 


= BURIAL, CREMATION, 23b. DATE THEREDF 23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION ~~ town or county) (State) 
REMDVAL (Specify) W Va, 
e 


_ Buri Cemetery 
24. FUNERAL DIRECTOR, ADDI 


a Ss 25a. act REGIS AR | 25b. ISTRARSS SIGHATURE 
ve as ¥: Hage 230 Balto Ave. Cumberland, Mel nSEP 8 19 ie Vics oat aa 
¥ 


page 3 should be detached for use as the burial 


should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in an' 
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MARYLAND STATE BEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, nee 


bg | J4432 MEDICAL EXAMINER’S CERTIFICATE OF DEATH 14792 
7 |) PLACE oF DEA id 


2. USUAL RESIDENCE (Where deceased lived, if institution: Residence before admission) 
fers b. COUNTY 
MARYLAND ryland Allegan’ 


b. CITY OR IN cofporate timits, ¢. LENGTH OF STAY IN 1b | c. CI o If outside corporate limits, write RURAL and give nearest town 
write RURAL aan ue neares town) d A i Eaves ae bi p 


Frostbur 4 Lonaconing 
d, STREI 


¢. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) ADDRESS 6. iS RESIDENCE 
Miners Hospital ‘ Detmold Street ves{_] nol 


3. WAME DF First Middle Last | 4, DATE Month Day Year 


Rierorbny EDA E. BURT Hit 9/17/1965 add 


5. SEX 6. COLOR OR RACE 7, MARRIED [] NEVER MARRIED [| | & DATE OF BIRTH 9%. AGE a TF UNDER 1 YEAR IF UNDER 24 HRS. 
‘. last mgs Months) Deys | Hours | Min. 
Female | White wipoweD 53] pivorceo[}| 1 /3 /1920 45 | 
Ys: USUAL OCCUPATION (Give Kind of work done) 1b. KIND OF BUSINESS OR 11, BIRTHPLACE (State or foreign cE is 12, CIFIZEN OF WHAT 


during most of working life, even If retired) 


None Lonaconing, MD. edeAe 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


Thomas Nicol Mamie Dawson 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yet, no, or unkown) feats ge ice) 


—No__ Barbara Stafford, Lonaconing,MD, 
3. 6 - [7] Ecce 
18. CAUSE OF DEATH [Enter only ona cavse per line for (a), (b), and (c).] —{D aught er TNTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (e), 


DUE TO 


Conditions, If any, which ) CORONARY SCLEROSIS 
Ss ee 


underlying cause last. (c). 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TD DEATH BUT NDT RELATED TD THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) ' eee al 


ves ¥ nD [] 


h the State Department 
in 72 hours after death. 


2Da. EXTERNAL CAUSE WAS 20b. DESCRIBE HDW INJURY OCCURRED. (Enter nuture of Injury In Part | or Part 11 of Item 18,) 
PRIMARY [} or CONTRIBUTING [] 
CAUSE OF DEATH. 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) {State) 
Hour a.m. While Not wiite factory, street, office bldg., etc.) 
. 19 at work[_] at work 


21. | certify that | took charge of the remains described a heid an Autopsy xl. Inspection (x, Inquiry Gt and in my opinion 
[X, Accident [], Suicide ["], Homicide [], Undetermined manner [_] 

eis CHIEF MEDICAL EXAMINER [_]} 

ei ae M.p, ASSISTANT MEDICAL EXAMINER [_] 22, DATE SIGNED 

Paina ‘ ' ‘ DEPUTY MEDICAL EXAMINER [_] 

NAME (Type) Benedict Skitarelic,Cumb er Lan digred Breet, elty, town, or county} 9/17/1965 


23a, BURIAL, CREMATION,| 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) tate) 
REMOVAL (Specify) 


Laurel Hill Cemetery 
24. FUNERAL DIRECTDR ADDRESS 25a. REU'D BY ese tS baceily TURE 
GEORGE EICHHORN Lonaconing, MD. mnoeP 2¥ ch ree v fedge. - 
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MEDICAL CERTIFICATION 


fe certificate, 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


11433 CERTIFICATE OF DEATH > Ans 


= 
~x 


cf 
PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residenca before edmission) 
& COUNTY, a. STATE b. COUNTY 
Allegany MARYLAND Mary. : —— Alleg; gany = 
b. CITY OR TOWN [if outside corporate limils, ¢. LENGTH OF STAY IN tb c. CITY OR TOWN {if outside corporate limits, writa RURAL and giva naarast town) 
write RURAL and give neerest town) 
Cumberland, Md} 6 yrs. K Cumberland. > ene 
d. NAME OF HOSPITAL OR INSTITUTION {if nol in hospitel, give street eddress) ‘d. STREET ADDRESS os Roce 
|__Sylvan Retreat __ ~ fa. #1Frostbur ves [NOt 
/3. NAME OF “Fi Middle = Rt, sis aod s- Month Dey ‘Yeer 
* BECEASED, 
'ypa or print! DEATH 
Lewis Van Buskirk September 


5. SEX 


A 


6. COLOR OR RACE 


White 


9. AGE (In ep 
fest birthdey) 


IF UNDER 1 YEAR| 
vem Deys 


F UNDER 24 HRS. 
Hours Min. 


7, MARRIED [_] NEVER MARRIED [_] 
wipowen fe] ivorce [] 


8. DATE OF BIRTH 1891 
| 


jician 


10a, USUAL OCCUPATION (Gi 
done during most of working life, even if 


hysi 


kind of 


yrs. 
rk | 1b. KIND OF BUSINESS OR INDUSTRY | 11. 10 Fee: {County & Stete; or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
ed) 


Allegany, Maryland | _ULS.A, 


13. FATHER’S NAME 


ing p 


(Yas, ne, or unkown} 


14. MOTHER'S MAIDEN NAME 


15. WAS DECEASED ei IN U.S. ABs tat 16. SOCIAL SECURITY NO.| 17. INFORMANT SE 7 


The law requires that the death certificate be executed within 24 hours after 


After this certificate has been signed by the attend 
MEDICAL CERTIFICATION 


(It yes give weror detesofservi 
= Ervin_Grove, ie i 


]i8. CAUSE OF DEATH [Enter only one couse por line for {e), {b), and (c). 1 ERVAL Fs 


N 

PART |, DEATH WAS CAUSED BY: ie i ey 
IMMEDIATE CAUSE [a 4 

a DUE maid 

Conditions, if eny, which LB 300 ee Ch pnedy — 

geve rise to immediote couse 


(a), steting the undarlying 
couse | a 3 ie) fete 
IN PART I(a)| 19. WAS AUTOPSY — 
PERFORMED? 


DUE TO 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CO! 


YES no [] 
20c. ACCIDENT WAS UNDERLYING {] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Pert | or Pert Il of item 1B.) 
OP CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Dey, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, ferm, | 20f. (City or town) ~ (County) ~ (Steta) 


While __ Not While factory, streat, office bldg., ete.) | 


19 et work ["] at work [7] 


21. 1 certify that (I) (this hospital) attended the deceased from...... Dee... Bocce, 
: 
saw the deceased alive on. Septe...3.... 1965...., and that death acura Re 


Hour a.m, 
p.m. 


1995., that (1) (we) last 
Be ae causes et on the date stated above, 


226. SfSNATURE 22b. DATE 
ATTENDING MED. STAFF SIGNED 
Mb. | PHYS. [7 pirector [] pxys. (] 
2c, PHYSICIAN” 22d, ADDRESS 


NAME (Type) 


L,_B, Mathews, M.D, ..____—_|__-49 Greene St., Cumberlani 


23a. BURIAL, CREMATION, 


director, page 3 should be detached for use as the burial-transit permit. Then please remove 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any evel 


death. Page 4 may be retained by the hospital or attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN: 
TO FUNERAL DIRECTOR 


23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town of county) {State) 


9/7/1965 Mumsesakikaek Laurel |Hill CemeterymMoscow,MD, 


REMOVAL (Specity) 


24 FUNERAL DIRECTOR'S SfGNATURE ADDRESS 25a. REC'D BY REGISTRAR 


251 ofl ISTRAR’S SAGNATURE 


| George Eichhorn __Lonaconing, MD. KS 


im 
=o 
a] 
=n 
ow 
nm 


Cessary, 
ith form PM3. Page 5 may be 


® 


, 2, and 3 to the funeral 


24 hours after death. If any dela 


rtificate should be executed withi 


TO DEPUTY : This 


Pages 1 


”’ in pencil in Item 18. Give 


please execute the certificate, writing the word “pending” in pe 
director. Page 4 should be forwarded to the Chief Medical Examiner's Office along wi 


retained for your files. 


State Department 
jours after death. 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File pages 1 and 2 


cremation, or removal, and in any event wit! 


prior to burial 


of Health or its designated agent, 


VR A1SME 
3500 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


11434 MEDICAL EXAMINER’S CERTIFICATE OF DEATH [S794 
oF Me a mad DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Resldence before edmisslon) 
. GANY eaves a. STATE MARYLAND b, COUNTY as 


b. CITY OR TOWN (if outside corporate limits, 


c. LENGTI TAY IN . CITY IN (If outsidi ate limits, write RURAL and give nearest town! 
vitite RURAL and. give nearest tou) H OF STAY IN ib || c. CITY OR TOWN (If je corporate limits, write ind giv rt ) 


HRS, i FROSTBURG) -RO 


d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS 


MEDICAL CERTIFICATION 


MINERS HOSPITAL ves] no 
3. NAME OF 
BeeseD , First Middle Last 4 a im Month Day ws 
Ed Rs ___BUTLER SAT! SEPTE j Ger 
5. SEX 6. COLOR OR RACE | 7, MaRRIED KX] NEVER MARRIED[] | & DATE OF BIRTH 8: AGE in ne IFUNDER 1 YEAR |IF UNDER 24 HRS. 
Months| Deys | Hours | Min, 
WHITE wipowep [-] piorceo [| AUGUST 7, 192: yrs. | 
10a. USUAL OCCUPATION (Give kind of work done) 20b. KIND OF BUSINESS OR 11. BIRTHPLACE (State or foreign country) 12, CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 
TRUCK DRIVER RIDGLEY TRUCKING MARYLAND U6, A, 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
ALONZO BUTLER RENA HOOVER 
Gp NWAS DECEASED EVERINU.S. ARMED FORCES? 16. SOCIALSECURITY NO. | 17, INFORMANT Address 
fal sates of ice 
NG 13-16-2609  |MRS. ELIZABETH BUTLER, RT. 2, FROSTBURG, MD. 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] | path Sa 
PART DEATH MEDIATE CAUSE (a) Cerebral Hemorrhagej massive "Hours 
f DUE TO 
Conditions, If any, which 6) Hypertensive cardiovascular disease a 


gave risa to Immediate 
cause (a), stating the ( DUE TO 
underlyIng cause last. (c) 


PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING T0 DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART1(a)  |19. WAS AUTOPSY 


PERFORMED? 


yes [X] no} 


20a. EXTERNAL CAUSE WAS 
PRIMARY [) or CONTRIBUTING (} 
CAUSE OF DEATH. 


20c. TIME OF INJURY Month, Day, Year 
Hour a. 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of Item 18.) 


20d. INJURY OCCURRED | 206. PLACE OF INJURY (Home, farm, 
while Not While factory, streat, office bidg., etc.) 


Aur 19 at_work at_work 
21. | certify that | took charge of the remains described above, held an Autopsy [X], Inspection [Xx], Inquiry [XJ], and In my opinion 
death resulted from: Natural causes Accident [_], Suicide [_], Homlclde [_], Undetermined manner [“] 
‘ CHIEF MEDICAL EXAMINER [_] 
_M.p, ASSISTANT MEDICAL EXAMINER [—] 22. DATE SIGRED 
sated DEPUTY MEDICAL EXAMINERAX} Sept. 5, 1965 
NAME (Type) BENEDICT SKITARELIC ) MD * Address (Street, clty, town, or county) Cumberland, vd. 


20f. (City or town) (County) (State) 


ACTUAL 
SIGNATUR 


23a. 


24, FUNERAL DIRECTOR 


OSEPH R. DURST, SR., FROSTBURG, MD. 


BURIAL, CREMATION,| 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (Stete) 


REMOVAL (Specify) 
Peet) 9-8-1965 JOHNSON CEMETERY 
ADDRESS 


GARRETT COUNTY» 
2a, REC'D BY REGISTRAR | 255. REGISTRAR’S SIGNATURE 


oe SEP 8 196 fohenbsg Jesdge. 


“FOR STA 


Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MA 
: MEDICAL EXAMINER’S CERTIFICATE OF DEATH 


MARYLAND STATE DEPARTMENT OF HEALTH 


1 


a 


RYLAND 


4995 


HEALTH DEPT. 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
&. COUNTY a. STATE b. COUNTY 
ee Serie MARYLAND N ALLBEGANY 
ess se b. CITY OR TOWN (If outside corporate limits, ¢. LENGTH OF STAY IN tb j| c. CITY OR TOWN (if outside corporete limits, write RURAL end give nearest town) 
2 = Es write RURAL and glve nearest town) 
#2 §L DOA CUMBERLAND 
wn ge d. NAI SPITAL OR INSTITUTIDN (if not In hospital, give street address) . STREET ADDRESS e. US eA EE 
o 7 ? 

e 3 7 SACRED HEART HOSPITAL | BOX 134, CASH VALLEY ROAD ves] nok 
eu 3. NAME OF First Middle Last 4. DATE Month Day Year 
28a DECEASED . | oF 
Ez = tyes, perecn® CHARLES. C. CLARK DEATH SEPT. 

; 2= 5. SEX . COLOR OR RACE | 7, 8. DATE OF BIRTH 9. AGE (in years) IF UNDER 1 YEAR|IF UNDER 24 HRS. 
Pi eet . MARRIED [X] NEVER MARRIED [~] fast birthday) {Month | Days | Days | Hours | Min. 
eae wF MALE WHITE WIDOWED [_] divorced [“]| NOV. 8,1908 yrs. 
2°85 PE 10a, USUAL OCCUPATION (Give kind of work done} 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT 
2s 8S during most of working Ilfe, even If retired) INDUSTRY COUNTRY? 
eom 7 2 TRON WORKER CONSTRUCTION MARYLAND USA 
ose 35 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 

‘gap oc 
BGs So ZEDOC CLARK BEULAH CRAWFORD 
2 ES 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT ‘Address 
Nc? zs (Yes, no, or unkown) | (If yes give war or dates of service) 
sv = s 220 10 8686 MARY CLARK, CASH VALLEY ROAD,CUMBERLAND, MD. 
=. es = 
eof oS 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), end (c).] INTERVAL BETWEEN 
Bete ce PART |. DEATH WAS CAUSED BY: CR ORISATD YEN ETL 
2"5 35 IMMEDIATE CAUSE (e)___ CORONARY OCCLUSTON 
S25 £8 i DUE v0 . eee 
cfs = Conditions, If any, which (b), CORONARY SCIEROSIS 
882 35 gave rise to immediate al 
2. 2S cause (a), stating the ( DUE TO 
252 oe underlying cause last, (c). =! 
aeS te = & | PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED 10 THE TERMINAL DISEASE CONDITIONGIVENINPART 1(a) 19. Was AUTOPSY 
2 a 2 eae 
ae ae =e ves ["]_NO ft 
Su! o. “| | ooa EXTERNAL CAUSE WAS 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Part | or Pert II of Item 18.) 
S53 Se & PRIMARY [] or CONTRIBUTING (1) 
abe i 43 | CAUSE DF DEATH. 
= ce =e z 20c. TIME DF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE DF a? ciomertarn 20f. (City or town) (County) (State) 
aes me od Hour em. while Not While factory, street, office bidg., etc.) 
ge 2S ey = p.m. 19 at work at work 
=Egx £3 21. | certify that | took charge of the remains described above, held an Autopsy [_], Inspection fx], Inquiry Ex], and in my opinion 
83. F a oa c 
See sa death resulted from: Natural causes (94, Accident [_], Suicide [_], Homicide ["], Undetermined manner [_} 
mS set S t , CHIEF MEDICAL EXAMINER [_] 

Ref ee CHAD ASSISTANT MEDICAL EXAMINER [_] 22. DATE SIGNED 

25 el- eee SIGNATUR: M.D. 

ses55 4 yet DEPUTY MEDICAL EXAMINER [X] SEPT. 27,1965 

£ 
E°sEes MAME (ope) BENEDICT adios (SRE, cif, town, or countGUMBERLAND, MD. 
s SUTTAREL IG. —MeDe 5 = 
5 83's s= 23a. BURIAL CREMATION, 23b, DATE THEREOF 23c, fiAME OF CEMETERY DR CREMATORY 23d. LOCATION (City, town or county) (tate) 
== oD = ec fy) 
eastos SGT” Ismpr, 29,1965| RESTLAWN MEMORIAL GARDE CUMBERLAND, MD. agg —— 
24. FUNERAL DIRECTOR ADDRESS 25a. REC'D BY REGISTRAR! 25b. REGISTRAR’S SIGNATURE 
BYRON , 
ON KIGHT CUMBERLAND, MD. oate OCT 1 My, 
V Z g 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


FOR STAT 11436» MEDICAL EXAMINER'S CERTIFICATE OF DEATH 12796 


; EALTH DEPT. 


1. PLACE OF OEATH 


COUNTY 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission), 
é Allegany “SSF Maryland "ati egany 7 
Saat de MARYLANO 
f ee 8 b CURIA CE fates arene dines, ¢. LENGTH OF STAY IN 1b || c. CITY OR IN (If outside corporate limits, write RURAL and give nearest town) 
en 8 4d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET AOORESS 0. TS RESIDENCE 
bg A FARI 
me 2S X / yesC) no Pt 
sz. ° 3. HAME OF First Middle Lest 4. DATE Month Dey Year 
Baz = (Type oF print) Thomas Theodore Clayton path September 6 19 65 
ey = 5. SEX 6. GOLOR OR RACE 7, MARRIED &&] NEVER MARRIED [] | & OATE OF BIRTH 9. AGE (in yeers |IFUNOER 1 YEAR|IF UNDER 24 HRS. 
7g last birthday) |Honths | Days | Hours | Min. 
€ Male te wiboweo ] —_—bivoreeo(“]| March 28,1) 21_yrs. | 
se 0a. USUAL OCCUPATION (ave Kind of workdone| 106. KiNO OF BUSINESS OR 11, BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT 
sf Pen most phe eyylee even If retired) INOUSTRY COUNTRY? 
2s si_ Cola Bottling Co Cumberland, Md Maryland U.S.A. 
2s 13, FATHER’S NAME 14. MOTHER'S MAIOEN NAME 
BE Sterley G. Clayton, Sr Leola High 
z= 15. WAS OECEASEO EVER INU.S. ARMEO FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT ‘Address 
£ (Yes, no, of unkown) | ee spe Route #2 
= : 
A Bo = 213-1533 Sterley 
s 5 OF DEATH [Enter only one cause per line for (a), (b), end (c).] INTERVAL BETWEEN 
= 


PART |, DEAT! - 
ore igi —_____ MACERATION OF BRAIN 
PA / DUE TO 
Conditions, If any, which (b) SKULL FRACTURE SUDDEN 
gave rise to Immediate 
cause (a), stating the ( DUE TD 
underlying cause last. (c) 


— 


ae 


director. Page 4 should be forwarded to the Chief Medical Examiner’s Office along 


the word “ 


EXAMINER: This certificate should be executed wit! 


of Health or its designated agent, prior to burial, cremation, or removal, and in any event within 72 hours after death. 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File pages 1 


& | PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TD DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART l(a) |19. WAS AUTOPSY 
Sj ao | = 
s ves [} NO Fy 
6° = 2Da. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURREO. (Enter nuture of Injury In Part | or Part II of Item 18.) 
= & | PRIMARY or CONTRIBUTING 2] 
= 3 | CAUSE OP*BEATH. or 
7s z 20c. TIME OF INJURY Month, Oay, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
= a Hour a.m. factory, street, office bidg., etc.) 
3 ~)|8 While, — Not While, 
2 / = if 19. at work] et work 
3 % 21. Vcertify that | took charge of the remains described above, held an Autopsy [_], Inspection $@ J, Inquiry ¥ ], and in my opinion 
els death resulted from: Natural causes Accident §{], Suicide [_], Homicide [_], Undetermined manner [_] 
ys ‘ : . CHIEF MEOICAL EXAMINER [_] 
Ss pk ae .o, ASSISTANT MEDICAL EXAMINER [—] 22, DATE SIGNED 
BS 1 .0. 
22 DEPUTY MEDICAL EXAMINER |Sentember 6 1965 
3 EXAMINER'S ptem Fy 
3 @ 3 NAME (Type) BENEDICT SKITARELIC s M.D. Address (Street, city, town, or county) Cumberland, cae 
Hgss 23a. Pec ene 23b. DATE THEREOF 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
2a iw ecify) 
ero ® rae 9/8/65 Cumberland Rt3 Maryland 


Sunset Memorial Park 
ADDRESS 25a. REC'D BY REGISTRAR| 25b. REGISTRAR’S SIGNATURE 


SEP 9 965 fChorbeg 


\| 24. FUNERAL DIRECTDR 


vase‘) Ruth EB. Silcox Cumberland Maryland 


3} 


3500 4-64 


HEALTH DEPT. 


MARYLAND STATE DEPARTMENT OF HEALTH 
11438" of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, mae 


MEDICAL EXAMINER’S CERTIFICATE OF DEATH 147974 


. PLAGE DF DEATH @, USUAL RESIDENCE (Where deceased lived, If Institution: Resldence before admission) 
a. CDUNTY a. STATE b. CDUNTY 


a - Allegan MARYLAND and Al Legany 
ees es b. CITY DR TOWN (if outside corporate limits, c. LENGTH DF STAY IN 1b | c. CITY DR wiaryian corporate tlmits, write RURAL arid give nearest town) 
ao ro] P 
25 > ES write RURAL and give nearest town) 
35 3 a5 Cumberland Years he 
cfnm of d. NAME DF HDSPITAL DR INSTITUTIDN (If not In hospltal, give street address) || d. STREET ADDRESS e. 1S RESIDENCE 
Sas j ON A FARM? 
oO o 2 “ - n oO nol 
me BS X 2/ YES 
32 “a2 . NAME DF First Middle 4. DATE Month Day Year 
Se. 
Si Bay DECEASED OF 
Sy sr (Type or print) DEATHS epterb 23 1965 
ivz = Josephine Callahan Cook eptepiber 
so ES 5. SEX 6. COLDR DR RACE | 7, maRRIED [~] NEVER MARRIED [—] | 8: DATE DF BIRTH 9. AGE (In yous Hit iE det ri cS 
: mnths: ys le 
ra 2 
4% wivowen [3] oworceoT} |Apri] 12, 1894 | 71 yrs | 
ses f= 10a. USUAL DCCUPATIDN (Glve kind of work done | 10b. KIND DF BUSINESS OR Ti, BIRTHPLACE (State or forelgn country) ¥2. CITIZEN OF WHAT 
2s 88 during most of working life, even If retired) INDUSTRY 4 U 2h 
25m Ta Housewife Pennsylvania 
oes gs 13. FATHER’S NAME 14. MOTHER’ SANDE NAME 
= gs 
Bes) 8 Richard A, Callahan Dora Eleanor (Last Name Unknown) 
wt ES 15. WAS DECEASED EVER INU.S.ARMEDFDRCES? | 16. SOCIALSECURITYND. | 17. INFORMANT Address Ma 
Asc? = (Yes, no, or unkown) aig al a 
— 
Sou £8 220-10-8780 |Mrs, Thelma Rice, 138 Bedford St. Cumberland 
Sof o 5 18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c}.] INTERVAL BETWEEN 
eee PART I. DEATH WAS CAUSED BY: poe 
2-5 gs “IMMEDIATE CAUSE (2). CORONARY OCCLUSION 
825 SS Y / DUE TD 
S32 S35 Conditions, If any, which 0) CORONARY SCLEROSIS Seed 
3 az § & gave rise to Immediate 
i = = S cause (a), stating the DUE TO 
Sse2 s underlying cause last. (e). 
BSS BE | PARTI. DTHER SIGNIFICANT CONDITIDNS CONTRIBUTING TD DEATH BUT NOTRELATED TD THE TERMINAL DISEASECONDITIDNGIVEN IN PART 1a) 19. WAS AUTOPSY 
2e2 Ba 2 Se SF PERFORMED? 
ae AS yes[] not 
Sw’ es © | 20a, EXTERNAL CAUSE WAS 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part 1 or Part I of Item 18.) 
Sie as 5 
Ee ee & | PRIMARY. C) or FODNTRIBUTING [] 
te — = 5 
225 Sar = 
= 22 = |20c. TIME DF INJURY Month, Day, Year | 20d. INJURY DCCURRED | 200, PLACE DF INJURY (Home,farm,| 20f. (City or town) (County) (State) 
ce 85 é 
ee coe Fs Hour While — Not While etal vattwe sempenivercet’) 
S22 2 3 = 5 19 at work at work 
E52 5 es 21. 1 certify that | took charge pf the remains described above, held an Autopsy [_], inspection an Inquiry bel. and In my ppinion 
8Bd. i E | 
Sole S32 death resulted fr, Natural causes [X], Accident [_], Suicide [_], Homlclde [_], Undetermined manner oO 
2s = 
Me OO 22 CHIEF MEDICAL EXAMINER [_} 
sctSsu 
2esee pechar ip, ASSISTANT MEDICAL EXAMINER [7] 22. DATE SIGHED 
sf5_5 DEPUTY MEDICAL EXAMINER §{] S, 
5 Sd : ept. 232 1965 
by = 53 is Reet BENEDICT SKITARELIC, M.D. Address (Street, city, town, or countyouumber d, Md. 
sg 2 o 
S8es 52 23a. BURIAL, CREMATION,| 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATDRY 23d. LOCATION (City, town or county) (State) 
bee ee EMDVAL (Specify) 
gases Burial” |sept 25, 1965|Sts Peter & Paul's Cemetety Cumberland, Md. 
24. FUNERAL DIRECTOR 230 ADDRESS 25a, REC'D BY REGISTRAR | 250. REGISTRAR’S SIGNATURE 
VR AISME ” AGMH Balto Ave., Cumberland, Ma&rgFP 2 7 ? Chie bog Judge. 
4 — 


3 


14-07-5955 
18. CAUSE DF OEATH [Enter only one cause per Jine for (a), (b), and (c).] ~ 
7 REE «Leber lrbeae 
a) 
fox 
DUE > 
Conditions, If any, which A Luster l 


gave rise to Immediate 


cause (a), stating the ( DUE 7 Al lr M. I, 


underlying cause last. (c). 


INTERVAL BETWEEN 


we ANG. an 


36 ferne 


on. ro ay 
4 1 J MARYLAND STATE DEPARTMENT OF HEALTH 
i va 11438 OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 

e woof CERTIFICATE OF DEATH 14 

Ss 28s 1. PLACE OF OEATH 2. USUAL RESIOENCE (Where deceased lived, If institution: Residence before admission) 

3 3S a oon a b. C 

5 ets LEGANY MARYLAND ‘MARYLAND REL EGANY 

oe et Ze b. CITY OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 

piace ~CUMBEREN To 15 DAYS CUMBERLAND 

2 3% rs ‘ G. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET AOORESS 9 ee 

& &8e/ MEMORIAL HOSP! TAL " 9 BEALL ST. ves] nofgt 

a 

= = 3. mene First Middle Last 4. pate Month Oay Year 

Ee a (Type or print) ENSLEY G. CROSBY | DEATH SEPT. 29 19 65 

3 = 5. SEX 6. COLOR OR RACE | 7. MaRRIEO [KX] NEVER MARRIED[] | 8 _OATE OF BIRTH 8. AGE (in years [IF UNDER 1 YEAR iF UNOER 24HRS, 
t id 

e Ged )| MAEE | WHITH | wicoweo[]  owonceo[q|DEC. 24, 1910 | SUrtrnee? [Monte] bar | Hows | wn 

— = 1Da, USUAL OCCUPATION (Give kind of work done | 10b. KINO OF BUSINESS OR IL. BIRTHPLACE (County & State, or foreign ony 12. CITIZEN OF WHAT 

So 8 2 during most of working life, even If retired) | CORP MAR YL AN D ues a 

28 ° oA 

3 Ss 13. \OHN NAME 14, MOTHER’S MAIDEN NAME : ° 

= we JOHN CROSBY EVA HARTIG 

Pad nS 

3 2 15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT 

= = (Yes, no, or unkown) ideals | MEMOR | AL HOSPIT. AC” 

3s 

iE 

z 

- 

Ef 

& 

2 

a 


| or attending physician. 
After this certificate has been signed by the attending physician ans 


3 PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL OISEASE CONDITION GIVEN IN PART l(a) | 19. pine De etna 
5 poe Be 
3 wes) mo 2 
= 
z = | 20a. ACCIOENT WAS UNOERLYING 2Db. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Part | or Part I! of tem 18.) 
= | OR CONTRIBUTING [} CAUSE OF O} 
© | (IF EITHER, NOTIFY MEOICAL EXAMINER) 
z 2Dc. TIME OF INJURY Month, Oay, Year { 20d. INJURY OCCURREO | 20e. PLACE OF INJURY (Home, farm,| 2Df. (City or town) (County) (State) 
if Hour a.m. factory, street, office bldg., etc.) 
°o While Not While 
= p.m. 19 at work at work 


21. 1 certify that (I) (this hospital) attended the deceased from. a t -, 19_8-, that (I) (we) last 
saw the deceased alive maT ga Wes, and that death occurred ae a, rom th® causes and on the date stated above. 


22a. SIGNATURE fi ES ee 
: De ATTENDING - MEO. 
tA VS Grrr mo, PRVe NS pL, Ginector C1 bays 1/30 


22c. pe ICIAN'S 


)| [7° RAEGISSOR. W.A. VAN ORMER | siaee Sa CENTRE ST. CUMB. MD. 
23a. BURIAL, CREMATION,| 23b. OATE ‘THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 


VAL fy) 
BURTAL | 10-2065 F'EG, MEMORIAL PARK 


24. FUNERAL DIRECTOR ADDRESS 


od 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


should be filed with the State Dept. of Health prior to burial, cremation, or removal, and # 


director, page 3 should be detached for use as the burial-transit pen 


Page 4 may be retained by the hosp 


TO FUNERAL DIRECTOR 


FR 
25a. REC'D BY REGISTRAR ‘- 25D. ods SIGNATURE 


oid CT 4 196 a laidgh 


vr As (4) ° JOSEPH R. DURST, SR., FROSTBURG, MD. 
20M 1/65 


: 


oh 


~~ 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


114 39 CERTIFICATE OF DEATH 140n 
1. PLAGE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If cama ies mas 


rs. Pages 1 ani 


within 72 hours after d = 


lompletely filled in by the funeral 


e carbon papel 


ered) a. SY b. COUNTY, 
ACLEGANY Giese, MARYLAND ALLEGANY 
b. CITY OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN Ib || c. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest town) 
wile UMB E BE give eee town) - 
39 DAYS X__MC COOLE 

d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) || d. STREET ADDRESS 6. LSet tee 
|___MEMORIAL HOSPITAL 2 Queen Street ves []_no Gt 
3. Renee First Middle Last 4. Bete Month Day Year 

(Type or print) GRACE E DELAWDER DEATH SEPT. 5 15 
5. SEX 6. COLOR OR RACE 


ted within 24 hours after death. 


1) 
ease 


ficate be 


7. MARRIED ["] NEVER MARRIED [_] 8. DATE OF BIRTH 9, AGE (In ere 
FEMALE| WHITE wiooweo [X) _ivorceo-]| NOV. 29,1898 68 po 


| 10a. USUAL OCCUPATION (Give kind of work "| 10b. ed fa penis OR il. BIRTHPLACE ott! & State, or foreign ‘ed 12. Cured WHAT 


during most of working life, even If retired) ye & 
Retired House Wife! Home donb ea 


TF UNDER 1 YEAR |IF UNDER 24 HRS. 
Months | Days | Hours Min. 


ned by the attending physici 


lal-transit permit. Then pl 


iB 


should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 


Page 4 may be retained by the hospital or attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certi 
TO FUNERAL DIRECTOR: After this certificate has been si 
director, page 3 should be detached for use as the bur! 


13. FATHER’S NAME 14. MOTHER’S MAIDEN NAI 
HENRY CLEVELAND Janie Baker 
a: WAS DECEASED. Fiheees Gala us 16. SOCIALSECURITY NO. | 17. meoarete = Address 
Yo No 21 28—6887 MEMORIAL HOSPITAL,CUMBERLAND,MD. 
18. CAUSE DF DEATH {Enter only one cause per line for (a), (b), and (c).1 INTERVAL BETWEEN 


2 ) ONSET AND DEATH 
mM POURS, Cee beat Wterere Let “fo Cabrel 


C 

DUE TO Atri fre <e 

Cenditions, If any, which ) 

gave rise to Immediate 7 a F + y) A 

cause (a), stating the ¢ DUE TO Rafter ayte Car denier lA, 

underlying cause last. (c) ged al ee 

“PART I1. OTHERS IGNIFICANT CONDITIONS CONTRIBUTING 10 DEATH BUT NOTRELATED 10 THE TERMINAL DISEASE CONDITION GIVEN INPART l(a) |19. HSE ee 
a og [Qf 1-F Ce. — ves [] no 

20a. ACCIDENT WAS UNDERLYING 20b. ” DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part Il of Item 18.) 

OR CONTRIBUTING [] CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 

20c. TIME OF INJURY Month, Day, Year 


Hour a.m. while Not While 
p.m. 19 at work Oo at work 


21. | certlfy that (I) (this hospital) attended the de > a from. ee a SI 19.£2, that(()/ (we) last 
saw the deceased alive o 19} _, and that death occurred atLO: W6 tro dtd causes and on the date stated above. 


22a, SIGNATUR a 22b. Ey IGNED 
<a Be Oe ea aTrefOING MED. STAFF 
f AL AA Cea 5 M.D. Oo DIRECTOR oO PHYS. WS Jor 
220. PHYSICIAN’: oO. ADDRESS 


|__MNE Oe! SG.WE I SMAN 59 GREENE ST.,CUMBERLAND,MD, 


23a. BURIAL Piet | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY ng LOCATION (City, town or county) (tate) 
| Sygie (Specify) 


aa Phe tinecroR 25a. REC" BY REGISTR pp ae teed SIGNATURE 
ye N VG oasEP 9 1965] 4 artlag jndge 


20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) Gtate) 


factory, street, office bidg., etc.) 


MEDICAL CERTIFICATION 


2 
at 


filled in by the funer; 
apers. Pages 1 
in 72 hours after 


ficate be executed within 24 hours after death. 


i 


The Jaw requires that the death certi 


| or attending physician. 


director, page 3 should be detached for use as the burial-transit permit. Then please remove 
should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any ev 


Page 4 may be retained by the hospi . 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and co! 


TO HOSPITAL OR ATTENDING PHYSICIAN 


VR AIS (4) 
20M 1/65 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


11440 CERTIFICATE OF DEATH 1480) 


| iDa. USUAL OCCUPATION (Give kind of work done 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
a. COUNTY a. STATE b. 
ALLEGANY MARYLAND RYLAND ARTE GANY 
b. CITY OR TOWN (if outside Pay limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) A 
{ y AYS > 
d. NAME OF HOSPITAL OR INSTITUTION (if not In waspitat oer street address) || d. satel ADDRESS 6. Es 
MEMORIAL HOSPITAL RT#1, BOX #576 ves] nol] 
3. NAME OF First Middle Last | 4. DATE Month Day Year 
DECEASED OF 
a) BESSIE DIECK peaTH SEPTEMBER 3 19 6 
5. SEX 6. COLOR OR RACE IF UNDER 24 HRS, 


7. MARRIED [] NEVER MARRIED [] | 8+ DATE OF BIRTH 


SAGE (ih nt IF UNDER 1 YEAR 
winowen fy pworceot]|_ JULY 22,1890 rae eet hog 


1Db. KIND OF BUSINESS OR JL BIRTHPLACE (County & State, or foreign eran) 12. CITIZEN OF WHAT 
INDUSTRY COUNTRY? 


OWN Howes CEECHOSLAVAKIA USA. 


Hours | Min. 


FEMALE WHITE 


during most of working life, even If retired) 


HOUSEWIFE 


13. FATHER'S NAME 


JOSEPH MASAT 


14. MOTHER’S MAIDEN NAME 


ANNA PAPES 


15. WAS DECEASED EVER INU.S.ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) fi sent war or dates of service) 
MEMORIAL HOSPITAL, CUMBERLAND,MD. 
18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).1 INTERVAL BETWEEN 


, * ONSET AND DEATH 
jpmvoonuscmeaat,  Covelves (oul, Weert Gla. 
oj DUE To 
Genditions, if any, which ©) ( iA bert tleuakce ( nck ve) Sade te Sei pe a 


gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. {o). 


PART I. OTHER SIGNIFICANT CONDITIONS CONTRIGUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 


19. WAS AUTOPSY 


PERFORME! 
YES [] NO 


20f. (City or town) (County) (State) 


2Da, ACCIDENT WAS UNDERLYING 
OR CONTRIBUTING [7] CAUSE OF D 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


2Dc. TIME OF INJURY Month, Day, Year 


2Db. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part II of Item 18.) 


2Dd. INJURY OCCURRED 
While Not While oO 


2De. PLACE OF INJURY (Home, farm, 
factory, street, office bidg., etc.) 


at work at work 


MEDICAL CERTIFICATION 


55 Rip. , that (I) {EF last 
—; and that death occurred at_____M, from the causes and on the al stated abpve. 


he DAY 
ATTENDING D, 

PHYS. Def biitcron Be, Ls eS 
22d, ADDRESS 


133 VIRGINIA AVE,, CUMBERLAND,MD. 


Q MM 
23a. BURIAL, CREMATION, 2a DA wi ic. Tow OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
REHOVAL eclon BEET 06 MaT ORY FROSTBUNG MARYLAND 
CHMMT RR 
24. FUNERAL DIRECTOR, More be 25a. REC'D BY REGISTRAR] 25b. REGISTRAR’S SIGNATURE 
7 7: ae 
HAFGR PUNGAAL OS abs BURG, MD. on EP 14 1965” onlay Judge: 


a 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


FOR ST. 11441 MEDICAL EXAMINER’S CERTIFICATE OF DEATH 14802 
HEALTH 1.PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admlssion) 
, a. STATE b. COUNTY 
SEZ He ALLEGANY MARYLAND MARYLAND ALLEGANY 

5 i os b. CITY OR TOWN (if outside corporate Iimits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (if outside corporate limits, write RURAL and give neerest town) 
g ts = £ gs write RURAL and give nearest town) 
Re” 85 20 Years 4 ___FROSTBURG 

a ‘ e 

@:: &e ‘d. NAME OF HOSPITAL OR INSTITUTION (if not In hospltal, give street address) || d. STREET ADDRESS 8 1S RESIDENCE 
ov o ? 

oe ge X 85 W. COLLEGE AVENUE 85 W. COLLEGE AVENUE vesL]_ nok] 
ov 3. RAME OF First +. 
= Eg DECEASED Ir: Middle Last 4, rd Month Day Year 
eax = ee or print) ELIZABETH A. DOWNTON DEATH SEPTEMBER 19 
-3- = y 6. COLOR OR RACE | 7, MaRRI NEVER MARRIED 8. DATE OF BIRTH 9. AGE (In years | FUNDER 1 YEAR |IF UNDER 24 HRS. 
Parte a] iS last birthéas} Months | Days | Hours | Min. 
ea= ae FEMALE WHITE wiboweD [] DivorceD[_]| JULY 9, 1909 56 _yrs. 
2o8 ES 10a. USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT 
se = ae during most of working Ilfe, even If retired) INDUSTRY COUNTRY? 

as 
25 T> CHARGE. HAND, SHIP. DEPT] CELANESBICORP, WEST VIRGINIA ae 
gee va 13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 

os 
S cee 
£ 82 oe JOHN MURPHY ELI 

= Es 15. WAS DECEASED EVER INU.S. ARMEDFORGES? | 16. SOCIALSECURITYNO. | 17, INFORMAN 

Rec a (Yes, no, or unkown) | (If yes give war or dates of service) a 85 We COLEEGE AVE. } 
w 
£55 aa 214-07=6168 ORGE M. DOWNTON, FROSTBURG, MD. 
= 22 35 18. CAUSE OF DEATH [Enter only one cause per line for (a), (0), and (c).J | Ie aac nena 
a i PART |. DEATH WAS CAUSED BY: 
$56 Po IMMEDIATE CAUSE (a) oron aoe Occ luseom Sue ae 

5 r 4 j 
225 $5 Ro | DUE TO 7 
ae Be Conditions, If any, which ©) ; ey cLenos £3 —— 
£52 56 gave rise to Immediate 
Bis mS cause (a), stating the DUE TO 
S22 S-< underiying cause last. (©) 
ete A & | PARTI1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVENINPART 1(a) 19. WAS AUTOPSY 
£2 32 = Te ? 
BS= 82 /|s ves [] No DR 
ee. 26 = 20a, EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In Part | or Part |] of Item 18.) 
$23 De & | PRIMARY () or CONTRIBUTING 
2a eS $i] CAUSE OF DEATH. 

226 ou 
= oe £5 @ | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED ]20¢. PLACE OF INJURY (Home, farm,] 20f. (Clty or town) (County) (State) 
eet mB a Hour a. while Not While factory, street, office bidg., etc.) 
Fee gz 2 et work(_] at work L_] 
252 .o8 21. | certify that | took charge of the remains described above, held an Autopsy [_], - Inspection &, Inquiry DX], and In my opinion 
Su. 
Fs ole Led death resulted from: Natural causes i Accident , Suicide [], Homicide [—], Undetermined manner ry 
&- s he _ CHIEF MEDICAL EXAMINER [7] 

Loles ACTUAL P i 
ai SIGNATUR Mp, ASSISTANT MEDICAL EXAMINER [—] 22. DATE SIGNED 
= sa 5 Ze 4 ee DEPUTY MEDICAL EXAMINER X ] 

3. 
> o52 os NAME (Type) BENEDICT SKITARELIC, M.D. Address (Street, city, town, or county) CUMBERLAND »_ MD. 
WS o's Px 23a. BURA, CREMATION, 23d. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 

22a h. specify 
egestas BURIAL Qnh-65 FBIG, FROSTBURG, MD, 

24. FUNERAL DIRECTOR ADDRESS 


JOSEPH R. DURST, SR., FROSTBURG, MD. 


25a. REC’D BY REGISTRAR REGISTRAR’: ‘SIGNATUR! a. 
ep 
wuene one SEP _ THES : 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH _ 14803 


1, evi OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
“ a. STATE b. COUNTY 
Allegany itaians Maryland Allegany 


b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN ib || c. CITY OR TOWN ((f outside corporate limits, write RURAL and give nearest town) 


Cumberiand 9/14/1965 Cumberland 


q 


d. NAME OF HDSPITAL DR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS a baie Se 


96| Allegany County Infirmary / 230 Williams Street vest] nol 
3. Reeoeers First Middle Last 4 pare Month Day Year 
(ype or print) Thomas Charles Dunlap | peta SEptember 27, 19 65 
5. SEX 6. ODLDR DR RAGE | 7. MARRIED fC] NEVER MARRIED []| & DATE DF BIRTH 3. AGE fin years [IFUNDER 1 YEAR [FUNDER 24 FR. 
Male White wippwep [_] DIVORCED [_] 2/14/1889 mi ey oee| cas | me 


pe veuaamere ATID piarid ot pe eserie 10b. a OF BUSINESS OR ‘AL BIRTHPLACE (County & State, or foreign country) | 12. ihe WHAT 
la y n If retires 
Retired: Conductor bor ‘Wha - R.R. | Hyndman,Pennsylvania| U.S. A. 
13. FATHER’S NAME 14, MDTHER'S MAIDEN NAME 

William Dunlap Naomi Evans 


FOR TEDE [Ie FaRM| SON SEUNNTG [7 MIT POBox 599, Cumberland, Ma 
No 05 10 8565 Allegany County Infirmary records. _ 
18. CAUSE OF DEATH [Enter only one w. Per line for (a), (), ang (c).1 7 INTERVAL BETWEEN 
“ i 


PART |. DEATH WAS CAUSED BY: be OUL 
; IMMEDIATE CAUSE (a). 


Pages 1 and 


hin 72 hours after de 


ificate be executed within 24 hours after death. 


carbon papers. 


ompletely filled in by the funeral 


fe 


3) 


rmit. Then pleas 


hen pl 


ansit pe in 
cremation, or removal, and in any event, wit! 


Hy 


Conditions, If any, which 
gave rise to Immediate 
cause (a), stating the 
underlying cause last. 


( 
PART II. DTHER SIGNIFICANT CDNDITIONS CONTRIBUTING TD DEATH BUTNOTRELATED TO THE TERMINAL DISEASECONDITIONGIVEN INPART 1(a) 19. Pat 
é 


yes] NDE] 
20a, ACCIDENT WAS UNDERLYING 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part I! of Item 18.) 
OR CDNTRIBUTING [7] CAUSE DF DEATH 
(IF EITHER, NOT! EDICAL EXAMINER) 


20c. TIME DF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
Hour am. While Not While tactory, street, office bldg., etc.) 
Ms 19 at work] at work O 
21. | certify that (I) (this hospital) attended the deceased fro 198= ss to, 19___, that (1) (we) last 


saw the deceased alive nO/27/65 __19__, and that death occurred at__F_M, from the causes and on the date stated above. 
22a. SIGN ~ if PeMe 22b. DATE SIGNED 


7 
MED. STAFF 

" wo. BAYS SR) biatotor IX) PHYS | 9/28/1965 
PHYSICTAN’: 22d. ADDRESS 
NAME 

ype) Lee B. Mathews, M. D. | hO Greene St Cumberland, Md. 
23s. BURIAL, CREMATION, 23b. DATE THEREDF | 25c, NAME OF CEMETERY DR CREMATORY 23d, LOGATION (City, town or county) (State) 

clfy, 

BURIAL (aie 30,1965 HYNDMAN CEMETERY HYNDMAN PA. 

24, FUNERAL DIRECTOR ADDRESS 25a. REC'D BY REGISTRAR| 25b. REGISTRAR’S SIGNATURE 


va nis (9 BYRON KIGHT CUMBERLAND, MD. oaeOCT 1 1965 
151 4 


MEDICAL CERTIFICATION 


22c. 
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director, page 3 should be detached for use as the buri 
should be filed with the State Dept. of Health prior to burial 


" 


made 


Pages 1 and 2 


mpletely filled in by the funeral 


carbon papers. 


transit permit. Then please 


ficate has been signed by the attending physicia 


| or attending physician. 
director, page 3 should be detached for use as the burial: 


should be filed with the State Dept. of Health prior to burial, cremation, or removal, and i 


Page 4 may be retained by the hospi 


TO HOSPITAL a = PHYSICIAN: The law requires that the death certificate be executed within ‘ hours after death. 
TO FUNERAL DIRECTOR: After this certi 


ES “ai Fx VEL _ ADDRESS td. 
ast Westernport,™M 
15M 4-64 


ent, within 72 hours after death; 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 4 
| id 443 — Z. USUAL RESIDENCE (Where deceased lived, If mares before adwission) 


a. COUNTY a, STATE b. COUNTY 


ALT GANT, MARYLAND: MARY AND AI i EGANY 
b. CITY OR’ 18 ra) limits, ¢, LENGTH OF STAY IN 1b || c. CITY OR T ‘outside corporate limits, write RURAL and give nearest town) 


write RURAL and glve nearest town; 


F COR INSTITUTION (FF not In hospital, give street address) || d. STREET ADDRESS «. 1S RESIDENCE 


SACRED HEART HOSPITAL /rural Barton ves[] nofXl 
3. NAME OF First a Month Oay Yi 

DECEASED rst Middle Last 4. Mg jon ear 

(Type or print) JACOB ii: DYE DEATH 19, 
5. SEX 6. COLOR OR RACE | 7, MARRIEO |) NEVER MARRIED %. DATE OF BIRTH 9. AGE (In years] IFUNDER1 5; FUNDER 4 HRS, 

1b O last birthday) | Months | ays, /Months| Oays | Hours | Min. 
D WIDOWED [_] DIVORCEO [_] {¢) 62 yrs. 
10a. USUAL OCCUPATION (Give kind of workdone| 10b. ie oe BUSINESS OR 11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
ice most of working life, even if retired) COUNTRY? 
fine 5 
13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 
Jemes Dye Margaret Foutz 

15. WAS DECEASED EVER INU.S. ARMEOFORGES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (Ityes give war or dates of service) 

no 2.16607—8792 CHART 

18. CAUSE OF DEATH [Enter only one cause per IIne for (a), (b), and (c).] ae Bae 

PART 1. DEATH WAS CAUSED BY: = Ce: = 3 
IMMEDIATE GAUSE (a) iP moar ea 
DUE TO 
Conditions, If any, which (b) 


gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. (©). 


S PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO OEATH BUTNOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVEN IN PART (a) |19. i PAS MUTTOERYE 
= ——— 

3 Eanes te Aaja biaaretmen vest] N27 
= 

i | 20a. ACCIOENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part It of Item 18.) 

5 | OR CONTRIBUTING [) GAUSE OF DEATH 

© | (IF EITHER, NOT! IEDICAL EXAMINER) 

z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY(Home,farm,| 20f. (City or town) (County) (State) 
a Hour a.m, factory, street, office bidg., etc.) 

a a While Not While 

3 p.m. 19 at work[_] at work 


21, | certify that (I) (thisrospital) attended the deceased from == 196 >, to 2G, 19 <>, that (I) (we) fast 
saw the deceased alive on__£ —G- _1¢- ‘>, and that death occurred at 23M, from the causes and on the date stated above. 


Za. SIGNATURE ie: DATE SIGNED 
ATTENDING oq MED. STA Cc 
ek <a mo. PHYS. JQ oiREctor [_] ows ~E-68§ 
Ze. PAYSICTAN'S 224, AOORESS 


(Type) | 
126 _N. SMALLWOOD STREET 
23c. NAME OF CEMETERY OR GREMATORY | Zad. LOCATION (City, town or county) (State) 


Leurel Hill Moscow Milne Ma 


mo SED BRS fonda eye 


23a. BURIAL, CREMATION, 
REMOVAL (Spectty 


a a a 


9/10, 
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aah 


ompletely filled in by the funeral 
thon papers. Pages 1 an 
, within 72 hours after de 


transit permit. Then please 
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director, page 3 should be detached for use as the burial 
should be filed with the State Dept. of Health prior to bu: 
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VR AIS (4) 
20M 1/65 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, M ND 


CERTIFICATE OF DEATH resi: 2) 


2, USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 


i: 
a. CO! 
ALLEGANY wavano || “MARYLAND COUNTY ALL EGANY 


b. CITY OR TOWN (if outside corporate limits, . LENGTH OF STAY IN Ib || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 


"CUMBERLAND | 30 DAYS CUMBERLAND 


d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) q. ‘STREET ADORESS @. IS RESIOENCE 


MEMORIAL HOSPITAL ("146 HANOVER STREET ee 


|. NAME OF First Middle Last DATE Month Day Year 


BEGEASED ROGER R. EACKLES | DEATH SEPT... SIC) ange 


SEX 6. COLOR OR RACE 7, MARRIED [X] NEVER MARRIED[]| 8 DATE OF BIRTH 9. one {in nee TF UNDER 1 YEAR]IF UNDER 24 HRS. 
a ay) {Months | Days | Hours | Min. 
MALE WHITE | wioweo[] — pworceoj| 11-20-1898 6 as. | | 


10a. USUAL OCCUPATION (Give kind of workdone| 10b. nine a yee ESS OR 11. BIRTHPLACE (County & State, or foreign country) | 12. ence WHAT 


during most of working life, even If retired) 
RATLROAD MARYLAND ed eAe 
13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 


JOHN W. EACKLES RACHEL HAWK 


15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 


(Yes, no, or unkown) (Pes war or dates of service) 
MEMORIAL HOSPITAL ,CUMBERLAND,MD, 
18. CAUSE OF DEATH [Enter only one cause per line for ae (b), and (c).1 


INTERVAL BETWEEN 
Lal! I. DEATH WAS CAUSED BY; Piteemenins, ONSET AND DEATH 
‘ IMMEDIATE CAUSE (a). So ye) 


DUE TO 
Cenditions, If any, which (b) 
gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. (©). 


“PART IT. OTHER SIGNIFICANT CONDITIONS CONTRIGUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITIONGIVEN INPART 1(a) 19. hist FADES? 


Yes—] not] 


20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part I or Part tI of Item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
Hour a.m. While Net Whlle factory, ee office bidg., etc.) 


p.m. ig at work at work 


21. i certify that (I) (this hospital) attended the deceased from 1h. to. 19_-fe£> that (I) (we) last 


saw the deceased alive on__ Sept 192), and that death occurred MPhrot the causes and on the date stated above. 
22a. SIGNATURE 2b. af SIGNED 


‘Uy ethan 7 tag mo. Bene [—Bintctor Ol pws, ol q lef vor 


226. PHYSICIAN'S “2a ADDRESS 
toa WILLIAM pL AMES Kl N. CENTRE ST.,CUMBERLAND,MD. 


23a. BURIAL, PRENATON, 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY | 23d. LOCATION (City, town or county) (State) 


REMOVAL (Spe: 
TA SEPT. 4,1965 | GREENMOUNT CEMBTERY CUMBERLAND, MD. 
24. FUNERAL DIRECTOR ADDRESS 25a. REC’D BY REGISTRAR| 25b. REGISTRAR’S SIGNATURE 


|___BYRON KIGHT _ CUMBERLAND, MD. oP 7 1965 j lly podge 


MEDICAL CERTIFICATION 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


_CERTIFICATE OF DEATH 4806 


~ USUAL RESIDENCE (Wherg deceased lived, If institutions Residongg before edmission) 
e. STATE /, f ‘ki COUNTY 


c. ClLY OR TOWN { 


|. PLACE eg peg ied 
, COUNTY 


MARYLAND 
c. LENGTH OF STAY IN 1b 


d. STREET ADDRESS r @. IS RESIDENCE 


aeéch 7 iy ve. cr 


d. NAME _ arena HOSPITAL | cr INSTITUTION (if,not in hospitel, give street address) 


hin 24 hours after 
led in by the funeral 


|’ 
' 


ie ee : Ore! oa 
or 
Pegi stip Site | ws 


getter MARRIED ARRIED | 8. DATE OF BIRTH jIF UNDER 1 YEAR| IF UNDER 


eis | pate Deys | Hours | Min. 
WIDOWED DIVORCED lh S961 eB | | | 


USUAL OCCUPATION (Give kind of work | 10b, KIND OF BUSINESS OR IND Y | 11, BIRTHPLACE Fount A State, er ‘foreign ms | 12. CITIZEN OF WHAT COUNTRYT 


during most ph working life, even if retired) We 
Imre + ‘ Bl Ane nS. + 


14.” MOTHER’ 3h ere 


© 


and complete’ 


a 


arbon papers, Pages 1 and 2 should 
t, within 72 hours after death, 


AS DECEASED EVER IN ARMED FORCES? | 16. SOCIAL SECURITY NO. 17. 


tec, or unkown) | (Ifyasgive werordetasofservice) 
m 
Y CAUSE OF DEATH [Enter only one couse perth , (b), F 7 Co .L BETWEEN 
PARTI, DEATH WAS CAUSED BY. fea par 4 Wa 
IMMEDIATE CAUSE (a)_ ‘ 4 y a. y ’ 1 z = = 


DUE TO 


|-transit permit, Then please 


Conditions, if eny, which (b) 
geve rise to immediate cause 
{a}. steting the underlying 
cause lest. (<) 


DUE TO 
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PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT Ri THE TERMINAL DISEASE CONDITION GIVEN I T He) | 19. Y TOPSY 
——— or 7 ERFORMED: 


s Li No ef 


ate has been signed by the attending phy 


20. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Part lor Port il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED ) 20s. PLACE OF INJURY (Home, ferm, | 20f. (City or town) ~ (County) ~ (Stete) 
eis. Btw. While __ Not While factory, street, office bldg., etc.) | 
P. 19 ft work et work 


- 1 certify that {I) (this ho; ens DABS the d eras that (I) Qwe)last 


saw the deceasedzalive on..... ‘ 9.6 5. and that death occured wtdeofe the causes and on the date stated above. 
22e. SIGNAT! 22. DATE 
ATTENDING STAFF SIGNED 
a Ax M.D._| PHYS. —recror QO mas, jes} ey GR. 


22¢, PHYSICIAN'S 22d. ADDRESS 
NAME (Type) 


After this cert 
MEDIGAL’ CERTIFICATION 


be retained by the hospital or attending physician. 


R ATTENDING PHYSICIAN: 


RECTOR: 


IAL, CREMATION, 23b. DATE THERGOF RY 23d_1 OCATION (Gity, town or county; si Hye 


VAL (Specify) 3 [A Ss 


24 Fl ia DIRECTOR 'S St TURE f? ESS 7. 25a, REC’D BY mex 2Sb. ASGIPTRAR' Ia eine. 
pen fea Dnn . (lant jae eT Robie er 


'UNERAS 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in a 


director, page 3 should be detached for use as the buri 


death. Page 
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Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician q 


EI 


Pages 1 and-2 


t, within 72 hours after‘death. 


letely filled in by the funeral 
bon papers. 


transit permit. Then please re 
, cremation, or removal, and in a 


director, page 3 should be detached for use as the bu 
should be filed with the State Dept. of Health prior to buri 


"MARYLAND. STATE DEPARTMENT ‘OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 1S804 
COUNTY 2. eaeRU RESIDENCE (Where deceased tae Cea Residence before admission) 
ALLEGANY wavano_||__ MARYLAND WAL 


b. CITY OR TOWN (if outside corporate: limits, 


©. LENGTH OF STAY IN 1b || c. ClTY OR TOWN (if outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) 


CUMBERLAND 12 -pays _|ys_ WESTERNPORT 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) a: STREET ADDRESS e. alee te 
MEMORIAL 124 JOHNSON ST yes(]_noK] 
3. NAME DF 
Deters First Middle Last 4. SAE, Month Day Year 
(Type or print) MYRTLE A. FAZENBAKE DeaTH SEPTEMBER [0 1 
BrgeX 6. COLOR OR RACE | 7, MARRIED [] NEVER MARRIED [-] | 8 DATE OF BIRTH 9. AGE (In years (IF UNDER 1 YEAR|IF UNDER 24 HRS. 
Jast birthday) (Months | Days | Hours | Min. 
FEMALE| WHITE wipoweD [X] DIVORCED [_] 6-26-1902 yrs. 
10a.USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR TL. BIRTHPLACE (County & State, er foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even if retired) INDUSTRY TRY? 
Bains Eee PhS MARYLAND | _U, S. A, 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
BRUCE WILT MOLLY NORRIS 
15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITY NO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (1f yes Dive war or dates of service) 
sD MEMORIAL HOSPITAL, CU AD, 
18. CAUSE DF DEATH (Enter only one cause per line for (a), (b), and (c). INTERVAL BETWEEN 


ONSET AND DEATH 


mee 


PART i. DEATH WAS CAUSED BY: 
_ IMMEDIATE CAUSE (a). 
DUE TO 
Cenditions, if any, which (0) 
gave rise to immediate 
cause (a), stating the DUE TO 
underlying cause last, (c) 


174 X 


f 


& | PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TODEATH BUT NOT RELATED TOT! CONDITION GIVEN INPART1(a) 19. Was AUTOPSY 
= eer 
s yes [_] NO by 
= 
= | 20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part i or Part II of item 18.) 
& | OR CONTRIBUTING [j CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
= | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 208. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (tate) 
a Hour a.m, Whiie Not While factory, street, office bidg., etc.) 
g 
= p.m. 19 at_work at work 
21. I certlfy that | ee hospital).attended the deceased fro } PP”, that (I) (we) last 
= ry 
mt deceased a 19.5, and that death occurred at! 2 O Mim the causes and on the date stated above. 
a. ua! | 22b. DATE SIGNED 
ATTENDING STAFF 
Lawk— M.D.__PHYS. Ro Bintcror C] pays. C1 
Ae: 4 'S 22d. ADDR 
NAME (Type) 


23b. DATE al “=P N Ly OF ae a ti — | 23d. LOCATION (City, town or county) e 


9G [13 / pyar Wes CRAY oT 


25a. REC'D BY 17 196 25b. A BIETHAR'S SIGNATURE 


eae oh ERE ean 


-CBuRIALYCR MATION, 
Sten 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


11447 CERTIFICATE OF DEATH io 


. PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 


*OMRLLEGANY weve |” S“RARYLAND b. COUR | EGANY 


ibs eu TOWN (if aD Seearete limits, c. LENCTH OF STAY IN Ib || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
CUMBE RC ANE” 11 DAYS. CUMBERLAND 
d. NAME DF HOSPITAL DR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS 8. 1S RESIDENCE 


MEMORIAL HOSPITAL ) 8 W FIRST STREET ves) nok) 


Day Year 


3. NAME OF First Middle 4. 


o th 
tape or pent) HOWARD A GRIMM | Bm «SEPT. 


19 
5. SEX 6. COLOR OR RACE | 7. MARRIED [KX] NEVER MARRIED[] | 8- DATE OF BIRTH 9. ACE (in years [IF UNDER 1 YEAR IF UNDER 24 HRS, 
MALE | WHITE wioowen [7] pivorcen =} SEAT || 888 hi irthday) gil Days Hours | Min. 


yrs. 
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR ‘11. BIRTHPLACE (County & State, or foreign country) | 22. ue WHAT 


ring most of workjng life, even If retired) INDUSTRY 
Retired Machinis Rail oad WEST VIRGINIA 
13. FATHER'S NAME 24, MOTHER’S MAIDEN NAME 


WALTER GRIMM MARY NICHODEMIUS 


Jf, WIS DECEASED EVER INS. ANMEDFORCES? | 16. SOCTALSECURITYND. | 17. INFORMANT Address 
no’ MEMORIAL HOSPITAL, CUMBERLAND, MD. 


18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), ang-{c).] INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE (a) 


420) 
:! DUE TO 
cre ae  Aahes slentee Cinch Varta. Letea: 
gave rise to Immediate ©) - AAS or 
cause (a), stating the DUE TO 


underlying cause last. (©). 
PART II. OTHER SICNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION CIVENINPART l(a) |29. was AUTOPSY 


‘ERFORMED? 
I GS PMc. — Ex sore: yes [] no Pt 
20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury ihpart r Part IT OF item 18.) 


OR CONTRIBUTING (9 CAUSE OF DEATH 
(HF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (CIty or town) (County) State) 
Hour a.m. While Not While factory, street, offica bidg., etc.) 


p.m. 19 at work at work 


21. | certify that (I) (this hospital) attended the deceased from__ / 7.404 1 to , 19__., that (I) 
saw the deceased alive” 92S", and that death occurred at_<_* *M) from the causes and on the date stated above. 


Za. SIC 22b. DATE SICNED 
ATTENDING MeD. STAFF & 
M.0. PHYS. pirector [1] Pays. C1) 


i< NAME (hype) DR. OVERTONCHI MMELWR | GHT [133 VIRGINIA AVE. CUMBERLAND,M 


, within 72 hours after deéth. 


and completely filled in by the funera 
emove carbon papers. Pages 1 ani 


in any event, 


© 


, cremation, or removal, 


ed by the attending 
-transit permit. The 


MEDICAL CERTIFICATION 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been 
should be filed with the State Dept. of Health prior to buri 


director, page 3 should be detached for use as the bi 


23a, BURIAL, CREMATION, 23D. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) Gtate) 
REMOVAL (Specify) 


> Burial: Sept.5.196 Hi F Cumberland, Ma. 
. | 24. FUNERAL DIRECTOR ADDRESS. 25a. *D BY REGI 25b. RAGASTRAR, SIGNATURE 
ve ais) “| James F, Scarpelli, Cumberland, Md. a aia) onrlig Nudge 


DATE 
20M 1/65 
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TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


Pa CERTIFICATE OF DEATH )4809 


t 1. PLAC! EATH 2. USUAL RESIDENCE (Whare daceased livad, If Institution: Rasidence before edmission) 
2 COUNTY, a. ST b. COUNTY 
‘eng Allegany _ MARYLAND Maryland Allegany 
“38 b. CITY OR TOWN (if outside corporela limits, ¢. LENGTH OF STAY IN Ib €. CITY OR TOWN {If outside corporate limils, wrila RURAL and olva nasras! lown) 
Rav writs RURAL and give nearast town) 
ee Frostburg 8days fs Lonaconing , 
‘3 & a d. NAME OF HOSPITAL OR INSTITU" IN {if not in hospitat, give street address) d. STREET ADDRESS A BU aS 
Zev 
SS 
>us ____‘Miners Hospital _ ___|| Robbins Street LJ NOL 
2 Sa 3. NAME OF ‘irs! i “Last 4, DATE Month Day Year 
2 N DECEASED oF 
a Er a GROVE peste 9/11/1965 _9 
5. SEX 6. COLOR OR RACE | B. DATE OF BIRTH 9. AGE (In years IF UNDER 1 YEAR| IF UNDER 24 HRS. 


7. MARRIED [~] NEVER MARRIED [_] bs bithgey) 


Mal e White | wirowe Fy pivorcep [] 5/22 /1902 63 yrs. 
The: USUAL OCCUPATION [Give kind af work "105: KIND OF'BUSINESS.ORINDUSTRY | 11, BIRTHPLACE (County & Stats, of foraign country) 


Hours Min. 


Months | Days 


21. | certify that (I) (this hospital). attended the deceased from... ahi. ae a, a5, to. Segihs. satel 
saw the deceased alive on..kat4al om = 9 2S, and that death occurred at... JM, from the causes aa on the oe stated above. 


ae eS ATTENDING STAFF 2Rb. STGNED 
\ re - mo. |PHvs. I biecror CJ rvs. Ch OS hs ie 
Ly 


22d. ADDRESS 


Rie Re MILES IQ. MD. 


23b. DATE THEREOF 


23c. NAME OF CEMETERY OR CREMATORY 


65 | Laurel Hill Cemetery 


24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS: 25a. REC'D = REGISTRAR 


| __GHORGE EICHHORN _Lonaconing, MD. _|o8EP 14 196 


230. BURIAL, CREMATION, 23d. LOCATION (City, town or county) (State) 


REMOVAL ulbesaity) 


ses ¥2, CITIZEN OF WHAT COUNTRY? 
woo dona during most of working life, aven if re 
Hea 5 
282 eo a Lonaconing, MD. U.SsAe 
aoe 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
ons 
£3 
Bae Grove Emma Beeman _ (iaee 
gc 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16, SOCIAL SECURITY NO.| 17. INFORMANT Addrass 
523 (Yas, no, or unkown) | (Ifyesgivewer ordatasofsarvice) 
‘3 
semae Mrs, Cecil A, Gilpin, Girard, Ohio, 
e=26 1B. CAUSE OF DEATH [Eniar only one cause per lina for (e), (b), and (e).] (D h ,) (TERVAL BETWEEN 
SRE i ter ONSET AND DEATH 
3 5 PART |, DEATH WAS CAUSED BY: U 
a9 eae IMMEDIATE CAUSE (a) Lrapanncer Lo Ls * | Urey 
£2=xe ipa 
a522 me DUE TO m 
2% 65 f - ‘ (\ a seo V3 
Sets Conditions, # any, which (b) CARBO HOBO NA ORR. __|_\ Usee-vQ 
3 33 5 geve rise to immadiata causa 
2c = {a), stating the underlying { CUETO 
neo Sue. ae is a 
Jess z PART Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I 19. WAS AUTOPSY 
or 5 Taw iv \ at 
sols aLS A, ALA, pes Per a No ING 
5 = | 200. ACCIDENT WAS UNDERLYING [] | 200) DESCRIBE HOW INJURY OCCURRED. (Enfer nafure of injury in Part I or Part Il of item 18.) 
& | OR CONTRIBUTING [] CAUSE OF DEATH 
= & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
3 = = 
a & | 20e. TIME OF INJURY Month, Day, Yaar | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Homa, farm, | 201. (City or town) (County) (Sietal 
= rat Hour a.m. While ___Not While factory, street, office bldg., atc.) 
of 2 nin 9 lat work at work 
a 
o 
8 
2 
& 
a 
2 
=. 
CS 
= 
3 


director, page 3 should be detached for use as the bi 


death. Page 4 may be retained by the hos; 


TO FUNERAL DIRECTOR: After this cer 


25b. REGISTRAR’S SIGNATURE 
Phar beg 


uted within 24 hours after death, If any del 


4 


is necessary, = = 
zo 
a7 


Item 18. Give Pages 1, 2, and 3 to the funeral director. Page 


3 
o 
* 
© 

8 

2 
3 
5 

2 
5 
2 

8 
3 
& 
2 
= 
i 
w 
| 
x 
be 
Ci 
cs 

S] 

g 

a 

fay 

= 

E 

i 

a 

° 

H 


a 
2 
7 
a 

o 

= 

ao] 
= 
5 
a 

2 
Ss 
= 
° 

= 
a 

= 
ea 
ES 
- 
5 

P 4 
8 
e 

3 

33 
3 

£ 
o 
g 

8 

Go 
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ile pages 1 and 2 
any event withi 


@ State Departme: 
rs efter death, 


‘ignated agent, prior to burial, cremation, or removal, an 


Health or its desi 


MEDICAL CERTIFICATION 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


11449 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 148 i 0_ 


is 


PLACE OF DEATH 2. USUAL ‘RESIDENCE (Where daceasad lived, If institution: Residenca betora adraiap in) 
a. COUNTY ®. STATE b. COUNTY ye 
y MARYLAND Md. Garrett 


b. CITY OR TOWN (if outside corporeta limits, «. LENGTH OF STAY INIb || c. CITY OR TOWN (if outside corporete limits, wrile RURAL and give nearest Jown) 
writa RURAL end give nearest town) 


R.D., DLonaconing, 


| d. NAME OF HOSPITAL OR INSTITUTION [if not in hospital, pive street eddres) d. STREET ADDRESS = e. IS RESIDENCE 


ON A FARM? 


ial Hospital a 


3. 


5. 


NAME OF Firs! is iw Middle 
DECEASED 
(Type or print) : 


n - 2 
SEX 6. COLOR OR RACE|7, MARRIED [7] NEVER MARRIED [_] | 8» DATE OF BIRTH 9. AGE (In years |IF UNDER? YEAR| IF UNDER 24 HRS, 
last birthday) |"Mionths| Days | Hours | Min. 


wowen[] pivorcto [| Jan. 243 3, 1899 66 


10a. USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Slate or foreign country) 
done during most of working lila, even il retired) 


12. CITIZEN OF WHAT COUNTRY? 


Postmistress vilton PostOffice Avilton, Md. 


13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 


Garlitz Susan Blocher 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
(Yes, no, or unkown) | (Ifyesgivewarordatesol service) 


== Charles Hanlin, R.D. Lonaconin Es Md. 


18. CAUSE OF DEATH [Enter only one eeuse par line for fa), (b), end {e).] INTERVAL BETWEEN 
ONSET AND DEATH 
PART I. DEATH WAS CAUSED BY 
IMMEDIATE CAUSE (e) = CORONARY OCCIWSION E} 

Y acs} DUE TO 
Conditions, it eny, which (b) 
gave rise to immediale cause 
(a), stating the underlying ¢ PVE TO 
al te) - " . 

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART f(a)| 19. WAS AUTOPSY 

———— ERFORMED? 


vis [] No x) 


CORONARY SCLEROS Is 


20a. EXTERNAL CAUSE WAS. 
PRIMARY [] of CONTRIBUTING []) 
CAUSE OF DEATH. 


20b, DESCRIBE HOW INJURY OCCURRED, (Enlar nelure of injury in Part | or Pert Il of item 18.) 


20c. TIME OF INJURY Month, Dey, Year | 20d. INJURY OCCURRED | 200, PLACE OF INJURY (Home, farm, | 2Of. (City or town) ~ (County) {Siate) 
centers While __ Not Whila faciory, street, offica bldg., etc.) | 
as 9 jat work [_] et work [] t 


een eee 
21. I certify that | took charge of the remains described above, held an Autopsy fel Inspection inquiry fx} and in my opinion 
death resulted from: Natural causes E} Accident (= Suicide [al Homicide iE! Undetermined manner i 

CHIEF MEDICAL EXAMINER [_] 
ACTUAL 
OR rine . mp, ASSISTANT MEDICAL EXAMINER [“] DATE SIGNED 


Sanaa. DEPUTY MEDICAL EXAMINER —] Sept, 16, 1965 
ewe) BENEDICT SKITARELIC, M.D. Address (Sireat, city, town, or counfpumberland, Md. 


‘22a, BURIAL, CREMATION,| 22b. DATE THEREOF ‘22¢. NAME OF CEMETERY OR CREMATORY 


32d. LOCATION (City, town, or county, “Sete va 
REMOVAL (Specify) ™) Md. 


Burial 9/20/65 St. Ann's Catholic Cem. R.D. ,Lonaconing Garrett 


ADDRESS: 24a. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 


Grantsville,Md.| GRP 20 1965 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
24 


CERTIFICATE OF DEATH 16142 


7. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
datas a. STATE b. COUNTY 


A l opany MARYLAND Mary Land A | Legany 
b. CITY DR TOWN (if outside corporate, limits, c. LENGTH OF STAY IN 1b c. CITY DR TOWN (ifoutside corporate limits, write RI and glve flearest town) 


write RURAL and give nearest town) 
61 yrs. Cumberland 
d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street addi d. STREET ADDRES: 8. IS RESIDENCE 
. etiocpia aves (reakentnes®)ili 4 Sc Se West Second St.| ~ ona Farm? 


Sacred Heart Hospital “___ ZOXDOREXIOOKA XK vesE]_ nof] 
3. NAME OF First Middie Last |* DATE Month Day Year 


MaPereripriaty Lucille Hansrote DEATH September 30 1955 


5. SEX 6. COLOR OR RACE | 7, MARRIED [-] NEVER MARRIED (~]| 8 DATE OF BIRTH 3. AGE (in Years [IFUNDER YEARTIF UNDER 24 HRS. 
A as fay) | Months | Da! Hours | Min. 
Female White wipowen X] oworceo fj] Aug. 9, 1904 yrs. : | kel | 


1Da. USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR ii. BIRTHPLACE (County & State, er foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY TRY? 


ousewite m Home Cumberland, Ma. 
13. FATHER'S NAME 14. MOTHER’S MAIDEN NAME 
Harry S. Russler Maggie Bell 


15. WAS DECEASED EVERINU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) pene 
Chart 


=a 


within 72 hours after dea’ 


no 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (2) Coronary ecclusion i'day 


ed by the attending physician and completely filled in by the funeral 


-transit permit. Then please remove carbon papers. Pages 1 and 


vs DUE TO 
Ccnditions, If any, which Coronary Heart Disease 5 years: 


gave rise to Immediate @) 
cause (a), stating the DUE TO 
underiying cause last. (c) 
| PART I]. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART1(a) |19. Was S AUTOPSY 

Diabetes Mellitus ves] No By 


2Db. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Part | or Part II of Item 18.) 


OR CONTRIBUTING 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
Hour a.m. while Not While factory, street, office bidg., etc.) 
p.m. 19 at work at work 


21. | certify that (I) (this hospital) attended the deceased from_L 2a». , 1962 to_9 « Fe, 19.09 _, that (1 (we) last 


saw the deceased alive on.9 @ 27 _19 and that death occurred at_____M, from the causes and on the date stated above. 
22a. SIGNATURE 22b. DATE SIGNED 


Gade. Doss. uo, SE" Ge Boron CHAE (| Lewdebs 


MEDICAL CERTIFICATION 


22c. PHYSICIAN'S 22d. ADDRESS 


| NAME CP) Rath We Ballin, M.De 62 Greens S,o Cumberlad, Md, 21502 
23a, BURIAL, CREMATION,| 23b, DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) vi (State) 
REMOVAL i ~ : | 
Oct. 4,1965| Hillcrest Burial Park 
ADDRES: 
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should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any eve 


director, page 3 should be detached for use as the bur! 


TO FUNERAL DIRECTOR: After this certificate has been 


Buriia 


24. FUNERAL DIRECTOR S 25a. REC'D BY REGISTRAR | 25. REGIS}HAMS SIGNATURE = 
VR AIS od James F, Scarpelli, Cumberland, Ma. DATE OCT 8 195 : er, . 


20M 1/65 


fr MARYLAND STATE DEPARTMENT OF HEALTH 


f 1 Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
4g - 
FOR STATE 11451 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 16144 
HEALTH DEPT. 5. PLACE OF DEATH 2 USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
oe ‘ Allegany santasth a STATE Maryland "SUNY allegany 
Fes gs b. CITY OR TOWN (if outside corporata Timits, . LENGTH OF STAY IN 1b |'c, CITY OR TOWN (If outside corporeta Ilmits, write RURAL and give naerest town) 
3 fe 5 3 CS ve nearest town) F 
g—2 tL Little Orleans 63 years ok Little Orleans 
5 ge d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street eddrass) || d. STREET ADDRESS Cy 18 RESIDENCE 
pe ge x Iittle Orleans, Maryland ! ves) not] 
Sz r a3 3. a First Middle Lest 4 Bare Month Day Year 
5 ‘ 
ee 28 (Type or print) Thomas Paul Higgins DEATH Sept. 30 65 
Bali 19 
ea = 5. SEX 8. COLOR OR RACE {7, MARRIED FX] NEVER MARRIED[] | ® DATE OF BIRTH 9. AGE fn yaars oe ti YEAR alte: ZAR 
: : is is oul Li 
28 = Male White | winoweol — oiorceo[j| Nov. 22, 1901 |63 ee ane ot 
225 2S 0s USUAL OCCUPATION (Give kind of work done] 108. KiND OF BUSINESS OR Ti. BIRTHPLACE (Stete or foreign country) 12. CITIZEN OF WHAT 
2s a = during most of working life, aven If ratirad) INDUSTRY RY? 
fea “5 Retired Laborer chard Little Orleans, Md. 
23s 25 1S. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
ss 
BEs oz Joseph Leo Higgins Flora Agnes Donegan 
s=— Es 15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | i7, INFORMANT ‘Address 
Ne ae (Yet, no, or unkown) | (Ifyes glve war or dates of service) ‘ 
=3% < Ay no Mrs. Ruth Hyggins, Cumberland, Md. 
= +3 o & 18, CAUSE OF DEATH [Enter only ona cause par lina for (a), (b), end (c).) INTERVAL BETWEEN 
5 et PART 1. DEATH WAS CAUSED BY Carcinoma of Larynx with Metastasi INSEE AND DEATH 
. 1: 
eee ess J.) MEDIATE CAUSE ee | 
ee £§ , q DUE TO 
S25 wes Conditions, If eny, which (b) 
B22 35 geve rise to Immediate 
=e: 2S causa (6), stating the ( DUE TO 
sre a underlying cause lest. (c) 
3 Sl 8s & | PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TOOEATH BUTNOTRELATED TOTHE TERMINAL DISEASE CONDITION GIVENINPART1(@) 119. WAS. Autopsy 
3 3 ares 
ps2 Ze ~ls yes [] No PS} 
ee e5 i | 20a, EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Entar nature of injury In Part t or Part It of item 18.) 
sey 22 & | PRIMARY C) or CONTRIBUTING C) 
ase 3 a i] | CAUSE OF DEATH. 
=.= =£€ = | 20c. TIME OF INJURY Month, Day, Yaar | 20d. INJURY OCCURRED | 208, PLACE OF INJURY (Home, farm,) 207. (Clty or town) (County) Gtate) 
ce ws 3 
#222 mB a Hour a.m, while Not While fectory, streat, office bidg., etc.) 
Fee ey = p.m, 19 at workL] at work 
Bie <3 21, | certify that | took charge of the remains described above, held an Autopsy [_], Inspection [*], Inquiry], and In my opinion 
8345 , 
vee Sa death resulted from: Natural causes Accident [_], Suicide [_], Homicide [_], Undetermined manner [_] 
Fost , : } CHIEF MEDICAL EXAMINER [_] 
gsee ig ee io, ASSISTANT MEDICAL EXAMINER [] 9—30=-65 22. DATE SIGNED 
Fe .0, 
sas Se } ON , . i DEPUTY MEDICAL EXAMINER [_] 
E oie S53 A NAME (ps) Dr. Benedict Skitarelic,M.D. Address (Straat, city, town, or county) Cumberland, Md. 
a 83's Ss 23a. ee eS 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
23 acity) : 
2 ee Bora’ Oct.4,1965 | St. Patrick's Cemetery| Little Or@eans, M 


de 
74, FUNERAL DIRECTOR AOORESS 75a, RECO BY REGISTRAR] 25b. REGISTRAR'S SIGNATURE 
VR AISME RY James F. Scarpelli, Cumberland, Md. ple OCT 8 1945 [ee crrbi Madge 


MARYLAND STATE DEPARTMENT OF HEALTH 


yi 
a | 


SZ DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, ashy 
4a 11452 CERTIFICATE OF DEATH 148ij 
SEs 1.” PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admlsslon) 
CaS 2 a, STATE b. COUNTY 
278 Allegany MARYLANO Maryland Allegany 
baad Db. Clty OR TOWN (If outside corporate limits, c, LENGTH OF STAY IN 2b || ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
Be e write RURAL and give nearest town) 
= 8 Cumberland 8/4/1965 Cumberland 
3 on d. NAME OF HOSPITAL OR INSTITUTION (If not In hospltal, give street address) || d. STREET AOORESS a TS RESTORICE 
= ge10 Allegany County Infirmary 65 Pennsylvania Avenue ves] nob 
> 
SS= 3. NAME OF First Middie Last 4 DATE Month Day = Year 
Sse (Type or print) Minerva Barbara Hillegass | peak SOptember lL, 349 65 
Soe 5. SEX 6. COLOR OR RACE | 7, MARRIED [-] NEVER MARRIED[] | 8 DATE OF BIRTH 8. AGE in oe ral dp ie Pe 
=, rs le 

z Female | White WIDOWED] pivorced [-] 5/2/1881 8h yrs, | $ 

10a, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR IL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 

during most of working life, even If retired) bape Bedfor COUNTRY? 

Housewife nome Pennsylvania «Se Aw 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Adam Diehl Hannah Comp 


15. WAS OECEASEO EVER IN U.S. ARMED FORCES? 


16. SOCIAL SECURITY NO. 
(Yes, iy or unkown) id war or dates of service) 
° 


None 


18, CAUSE OF DEATH [Enter only one cauge per line for (a), (b), and (Cc). _¥———» 
PART |. OEATH WAS CAUSED BY: 0) at J 


17, INFORMANT PQ Box 599, ‘dress Cumberland, Md 
Allegany County Infirmary records 


INTERVAL BETWEEN 
ONSET AND DEATH 


IMMEOIATE CAUSE (a, 


5 } . ¢ 
FAM ove 108) er bincio Setoraney 
Conditions, If any, which 0 @) © Si é 
gave rise to Immediate 


cause {a), stating the ( OUET! Gra. GL 
underlying cause last. { ») edd ed DLS 


! or attending physician. 
After this certificate has been signed by the attending physici, 


= 
TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within ' hours after death. 


e Pe 
>. Apo Mc HAF gal 9/7/1965 
22d. ADDRESS 
. | 19 Greene St., Cumberland, Md. 


22. 


PHYSICIAN'S, 


NAME (ype) Tee B,. Mathews, Me 


& | PARTI, OTHER SIGNIFICANT CONOITIONS CONTRIBUTING TODEATH BUT NOT RELATEO 1 THE TERMINAL DISEASE CONDITIONGIVEN IN PART 1(a) |19. ‘aan 
= —eeeammm 
s yves[] No FX) 
= 
i | 20a, ACCIDENT WAS UNDERLYING 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part I or Part IT of Item 18.) 
o & | OR CONTRIBUTING [] CAUSE OF DEATH 
8 © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
2 z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
= is Hour a.m. While Not While factory, street, office bidg., etc.) 
> a 
E-) = Ms 19 at work at work 
3 * 21. | certify that (I) (this hospital) attended the deceased from 19. to. that (I) (we) last 
s saw the deceased .dlive on 965_, and that death occurred at_P_s_M, from the causes and on the date stated above. 
s 22a. SIGNATURE ae it ° 22d. DATE SIGNED 
3 
> 
FS 
= 
> 
2 
a 


director, page 3 should be detached for use as the burial-transit permit. Then ne 
should be filed with the State Dept. of Health prior to burial, cremation, or removal, al 


TO FUNERAL DIRECTOR: 


23a, BURIAL, CREMATION, | 23b. DATE THEREOF 2ae, NAME OF CEMETERY OR CREMATORY 2ad. LOCATION (City, town or county) Giate) 
REMOVAL speci 6 4 
Buria 9-7-65 Rest lawn Memorial Parl Cumberland ,Md. 
24, FUNERAL DIRECTOR ADDRESS 25a, REC'D BY REGISTRAR] 250. RERISTRAR'S SIGNATURE 
VR AIS (4) James F, Scarpelli Cumberland,Ma WAL in 
15M 4-64 [esa th A 2 Ae SAU) afEP 9 O65 2 lg Neg 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


MEDICAL EXAMINER’ S CERTIFICATE OF DEATH ] 4 4842 


1, PLACE OF DEATH | 2. USUAL RESIDENCE (Where deceased livad, If insiitulion: Residence before edmission} 
¢. COUNTY 2. STATE b. COUNTY 


Fa 
=s 
a] 
=n 
—] 
ia 
— 


7. MARRIED [_] NEVER MARRIED [_] 


White wipowen [] _divorceD fx | 


last phe) 


July.22,1918 | 7 » 


JN (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Steta or foraign country) 


fe | Days 


Male 


“10a. USUAL OCCUP, 


28.2 

ea Allegany e ____ MARYLAND _ land Alleg gany 

pee) b. CITY OR TOWN [if outside corporele limil ¢, LENGTH OF STAY IN 1b c. CITY OR Me (IFoulside corporate limils, wrile RURAL and give neerest lown 

3 a 

3 s S% write RURAL and give neerest town) 

ehacs le Frostburg al Lonaconing eae. 

S558 ~d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give straet eddress) ~d. STREET ADDRESS 15 RESIDENCE 
= 58 ON A FARM? 

“J g nen} , 

@i Miners Hospital aq ——_|__Bo0..B0X._233 Sap besa 
roe Se 3. NAME OF First Middle 4, 2 a Month Dey” = > Yeu om 
esce Papareny OF 
EEC ‘ype or print] rt 
oaetee ye Ira Ceci] ___ Holloway Se O» Wa 
Rs 5. SEX 6. COLOR OR RACE] 8. DATE OF BIRT! 9. AGE >t. 3¢ DER 1 YEAR| IF UNDER 2. 

2 
E 
5 


"| 12. CITIZEN OF WHAT COUNTRY? 


done during most of working life, even if retired) 
| Electric Lineman | _Power Cos | Ridgeville W.Vae 5 LT ai. 
13. FATHER’S NAME 14, MOTHER'S MAIDEN. NAME. 


Jesse L.Holloway es May Hott = 
15. WAS DECEASED EVER IN U.S. ARMED FOR: 16. SOCIAL SECURITY NO.| 17. INFORMAN’ = Address 
(Yes, no, or unkown) | (Ifyesgive weror detesof service) 


_No Ss Fe ‘| 215418—2704, MrseBetty Mills,175 Ss. Main,Ke ser, W.Va. 
"] 18, CRUSE OF DEATH [Enler only one cause por line for (e), (b), end (c).] (Daughter ) ERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: ONSEY AND DEATH 
IMMEDIATE CAUSE (0)_ Cardiac Arrest Sudden — 
Fi DUE TO 
Conditions, if eny, which (b) b Electrocution en 


gove rise to immediete couse 
{e), steting the underlying 
causa lest. () 
PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN TN 1 PART 1(¢)} 


DUE TO. 


19. WAS AUTOPSY 
PERFORMED? 


ves 2X no [7] 


20a. EXTERNAL CAUSE WAS 20b, DESCRIBE HOW INJURY OCCURED. (Enter neture of injury In-Pert J or Pert Il of item 18.) 


PRIMARY ‘or CONTRIBUTING [] 
CAUSE OF'DEATH. 


T20c. TIME OF INJURY — Month, Dey, ,bineman on, utilit LACE*OF Polen omg. an, gontact wit fh elegtric 


While / Not While factory, strest, office bidg., etc.) | 


jour ome 
poke 260 Pe tern 19 at work at work [-] macon: 
ai. & San that I took charge of the remains described above, held an Autopsy a ee : coming x). ogany Me in my Roca 


death resulted from: Natural causes [_] sAccident [BQ]. Suicide [_], Homicide [7], Undetermined manner [_] 


v y , ' CHIEF MEDICAL EXAMINER [] 
ACTUAL : 
ner, CO oreclre ts AR Mo. ASSISTANT MEDICAL EXAMINER DATE sad 
DEPUTY MEDICAL EXAMINER, x) Sept. 30, 1965 


NAME (yp) Benedict Skitarelic MoD grceress istreet, city, town, of county) Cumberland, Mde 


22e. BURL. TION,| 22b. DATE THEREOF “2c. NAME OF CEMETERY OR CREMATORY , LOCATION (City, lown, of country) (Stete) 
REMOVAL (Spacity) 


Ebenezer Cemetery _.,Romne ‘ ec 
AoACT 5. 196: — 2s io J 


MEDICAL CERTIFICATION 


ICAL EXAMINER: This certificate should be executed within 24 hours after death. If an! 


please execute the certificate, writing the word “pending” in pencil in Item 18. Give Pages 1, 2 
Pp 


TO DEPUTY 


or its designated agent, prior to burial, cremation, or removal, and in any event within 72 


4 should be forwarded to the Chief Medical Examiner’s Office along with form PM3. Page 5 
TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File pages 1 an 


VS. AISME 
5M 9/60 


/" 1 Keyser, W.Vac. 


essary, 
m funeral 


bs 


orm PM3, Page 5 may be 


the State Department 
72 hours after death. 


24 hours after death. If any del 
es 1, 2, and 3 
ni 


in !tem 18. Give Pa 
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TO DEPUTY 
please exec 


3 
2 
8 
e. 
oe 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


MEDICAL EXAMINER'S CERTIFICATE OF DEATH 34813 


2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admlssion) 


H 
amped xs MARYLAND se Maryland ie Allegany 


b. CITY DR TOWN (If outside corporate limits, c, LENGTH OF STAY IN 1b |, c. CITY OR TOWN (If outside corporete limits, write RURAL end give nearest town) 
write RURAL end give nearest town) 


Cumberland 88 years Cumberland 
a. NAME DF HOSPITAL OR INSTITUTION (IF not in hospital, give street address) ||". STREET ADDRESS 2: 1s RESIDENCE 


Memorial Hospital : 20 West Second St. er] no EX) 


~ RANE OF First Middle Test a, BRTE Month Day ‘Yer 
(ype or print) © Mary Ann House | DEATH Sept. 14 49 65 


pee! 8. COLOR OR RACE | 7, MARRIED [—] NEVER MARRIED [3] | 8- DATE OF BIRTH 3. AGE {in years [IFUNDER 1 VEAR IF UNOER 24 HRS, 
‘ “ 2y) | Months H Min. 
Female White wipoweD [] pivorceot]| May 9, 1876 89 -. ours | n 


10a. USUAL OCCUPATION (GIv6 kind of work done| i0b. KiND OF BUSINESS OR Ti. BIRTHPLACE (State or forelgn country) 12. Cl 
dusing most of working Ilfe, even If retired) INDUSTRY neral Co 


Retired West Virginia ounty 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


James H. House Catherine Hamilton 


UNTRY? 
U 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SDCIALSECURITYND. | 17. INFORMANT Address 
(Yes, no, or unkown) | (If yes glve war or dates of service) x 
no Mrs. Gerald Pendergast,Baltimore, Md, 


MEDICAL CERTIFICATION 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).} INTERVAL BETWEEN 


PART !. DEATH WAS CAUSED BY: i jf TH 
; TAMESSE eet ey Pulmonary Embolism, Massive PendPee 
y 


/ DUE TO i i 
Conditions, If any, which (b) es MSO pana eee 39 Baye 


gave rise to Immediate 
cause (@), stating the ( DUE TO 
underlying cause last. (0). 


PART I. OTHER SIGNIFIGANT CONDITIONS CONTRIBUTING TD DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVENINPART1(a) |19. Was AUTOPSY” 


Yes f] NO [] 


20a. EXTERNAL CAUSE WAS 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nuture of Injury In Part | or Part II of Item 18.) 
PRIMARY 2% or CONTRIBUTING (} 2 


egy Fell on Front Steps of Memorial Hospital 


20c. TIME_OF INJURY Month, Dey, Year | 2Dd. INJURY OCCURRED | 2De. PLACE OF INJURY (Home,farm,| 2Df. (Clty or town) (County) (State) 
r factory, street, office bidg., etc.) 


4:oO ™™ aug.5 1565 |i, pot mules! Hospital Steps | Cumberland, Alleg. Md. 
21. | certify that | took charge of the remains described above, held an Autopsy $4, Inspection fx], Inquiry BC], and in my opinion 
death resulted from: Natural causes [_], Accident fx], Suicide [_], Homicide [_], Undetermined manner 
1 ’ , CHIEF MEDICAL EXAMINER [_] 
SIGRATUR M.p, ASSISTANT MEOICAL EXAMINER [_] 9 at a oes 
Seen 2 ; é DEPUTY MEDICAL EXAMINER $f] 
faethe) Dr» Benedict Skitarelic,M.D. Address (Street, city, town, or county, CUMmberland, Md. 


23a. REMOVAL pean 23b. DATE THEREOF 23¢. NAME OF CEMETERY OR CREMATDRY 23d. LDCATION (City, town or county) (State) 
ecity) 
uriad Sept. 17,1965 Greenmount Cemetery | Cumberland, Md. 


24. FUNERAL DIRECTOR ADDRESS. 25a. eee BY 3) 196 25b. REGISTRAR’S SIGNATURE 
Crp , ) 
James F. Scarpelli, Cumberland, Md. one SEP 22 1965 arly Net gk, 


$y’ = 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


11455 CERTIFICATE OF DEATH ib146 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, ff institution: Residence before admission) 


* COUNTAL LEGANY asTATEMARYLAND COUNTY ALLEGANY 


MARYLAND 


b. Ra i outside corporate limits, c. LENGTH OF STAY IN 1b . CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 


i 
CUMBERLAND 36 MIN. ; CUMBERLAND, 
d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) || d. STREET ADDRESS @ Ra es ge 


MEMORIAL HOSPITAL / RT. #2, BOX 132 ves] nae 
i Rave ee Donna First Middie Last 4. BRIE Month Day Year 
HEN Rae  BABY—GHRL HUDSON |” am SEPTEMBER 30 49 65 
5. SEX 6. COLOR OR RACE 7, MARRIED [_] NEVER MARRIED [X] | & DATE OF BIRTH 9. AGE (in years tere | | Ms 


FEMALE | WHITE | wow] _pworceo-]| 9-29-1965 aoe | | oe 


| 10a. USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
iNDUSTRY COUNTRY? 


during most of working life, even if retired) 
NONE CUMBERLAND, MD. U.S.A. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
RONALD L. HUDSON AGNES L. LIZANA 
és ee ee ERM EOC L 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
‘| NONE EMORIAL HOSPITAL - CUMBERLAND, MD. 


18. CAUSE OF DEATH [Enter only one cause per {ine-for (a), (b), ani 
PART 1. DEATH WAS CAUSED BY: A os -_ 
¥ IMMEDIATE CAUSE (a). E 


- 
Conditions, 1f any, which Be ee Vic v m4 veudh 


gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. (c) 


| PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVENINPART1(a) |19. WAS AUTOPSY 


yes [[] No [] 


ecuted within 24 hours after death. 


INTERVAL BETWEEN 
ONSET AND DEATH 


cremation, or removal, and in any event, within 72 hor 


transit permit. Then p 


or attending physician. 
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MEDICAL CERTIFICATION 


of Health prior to buri 


20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part 1 or Part 11 of Item 18.) 
OR CONTRIBUTING [} CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY(Home, farm,| 20f. (City or town) (County) (State) 
Hour a.m, While. — Not While factory, street, office bidg., etc.) 


p.m. 19 at work at work 


21. ¥ certify that (I) (this hospital) attended the deceased fr os H6, , 19__, that (I) (we) last 
saw the deceased alive on____________19 ____, and that death occurred a’ 3 ro titleauses and on the date stated above. 


S |GNATURE Za 22b. DATE SIGNED 
Deter of lectin ps iit Seren CHE ol 
[| tmedrooR. FULLER B. WHITWORTH | ‘BB WASHINGTON ST. ,CUMBERLAND,M 


23a, BURIAL, CREMATION, 23. DATE THEREOF 23¢, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
REMOVAL (Specify) 
Greenmount C 


director, page 3 should be detached for use as the bu 


should be filed with the State Dept. 


Page 4 may be retained by the hosp 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending phy: 


TO HOSPITAL OR ATTENDING PHYSICIAN 


Buria Oct.1,1965 


C 
| 2 FUNERAL OIRFCTOR, hse Cate ‘ADDRESS 25%, REC'D arene tan, PaO Ga afidhk tS SIGNATURE 
. Scar Manlons Judge 
~ pelli, Cumberland, Mg. re OCT 8 Hae Yel 


VR AIS (4) 
20M 1/65 


= 


2 


ely filled in by the funeral 


bon papers. Pages 
within 72 hours 


Then please rey 


of Health prior to burial, cremation, or removal, and in aky eV@ 


director, page 3 should be detached for use as the burial-transit permit. 


should be filed with the State Dept. 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 14814 


. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 


ALLEGANY warano || MARYLAND COUNT LEGANY 


b, CITY OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN ib || c. CITY OR TOWN (If outside corporate iimits, write RURAL and give nearest town) 


cUMBERLAND 5 DAYS » CUMBERLAND 


d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) 4. STREET ADDRESS NER 
MEMORIAL HOSPITAL | 826 COLUMBIA AVE ves] nok] 


. NAME OF First 7 hn ¥ 
DECEASED Middle Last 4, DATE Mont Day ear 


(Type or print) CHARLES W. IMES Jaks DEATH S 21 19 


SEX 6. COLOR OR RACE | 7, WARRIED [] NEVER MARRIED [y] | & DATE OF BIRTH 3. AGE {In years | IF UNDER 1 YEAR IF UNDER 2€RRS, 


MALE WHITE wipoweo [] pivorceo[_]|_ 12-28-1959 3. | ang? bal Mae i: 


yrs. 


10a. USUAL OCCUPATION (Cive kind of workdone| 10b, Reon BUSINESS OR 11. BIRTHPLACE (County & State, or foreign country) | 12. ous WHAT 


during most of working life, even if retired) 
NONE NONE MARYLAND -CUMBERLAND Uos a 


13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 


CHARLES W. <efES IMES JUDY NEWMAN 


15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
Oe or unkown) aplasia 


pe NONE MEMORIAL _H@SPI TAL, CUMBERLAND, MD, 
18. CAUSE OF DEATH [Enter only one cause per line forya), (b), and (c).) pe a 
a eS ERE BSP/RA TY FAleuRe 


4 X DUE TO 


Cenditions, If any, which PN EUeMOAT T 
gave rise to Immediate Ww, ae. 
cause (a), stating the ( DUE TO 
underlying cause last. ©. 


PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION CIVENINPART 1(a) | 19. (ES) 


yes[] Not] 


20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Part | or Part II of item 18.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
Hour am. while Not While factory, street, office bidg., etc.) 


p.m. 19 at work L_] at work i 
21. | certtfy that (I) (this hospital) attended the deceased fromSE PT 16 —, 065 toSERF, 24. 19-65, that 0 (we) last 
saw the deceased alive on SEPF,2| 19.66, and that death ocouxey@t_A—M, from the causes and on the date stated above. 
Da. is 


2b. DATE SICNED 
bA Lech ATTENDING MED. STAFF 
mp. PHys. JX} _vinector [1] puvs. 


22c. PHYSICIAN’S 22d. ADDRESS 
| 500 GREENE ST., CUMBERLAND,MD. 


MEDICAL CERTIFICATION 


name (ype) §=ROBERT D, BRODELL 


|. BURIAL, CREMATION, 23b. DATE THEREOF | 23¢, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 


Burial 9-23-1965 


REMOVAL (Specify) SSP : & Paul ¢ Cumberland, Md. 


. FUNERAL DIRECTOR DDRES: 25a, REC'D BY REGISTRAR | 25D. REGISTRAR’ SIGNATURE 
. C 9 Vad nat 2 fal 2 
James F, Scarpelli, Cumberland, Mg. pate SEP 9.) le, Vedas, 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


11457 CERTIFICATE OF DEATH 14815 


. 
Gy = = 

r 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before edmission) 
% 2. COUNTY a, STATE b, COUNTY 

2 MARYLAND i" 

£ 2s b. CITY OR TOWN Aiteeany. "| ¢, LENGTH OF STAY IN tb | ] lads TRO (If outside corporate a GR cena 

< ao write RURAL and give nearest town) | 

ee 

Syyties Frostbur; rg $e. Lonaconing __ (Rural) ae ee 
= oo d. NAME OF HOSPITAL OR INSTITUTION [if not in hospital, give street eddress) “d. STREET ADDRESS Ga ca 
= Bu 

= eft, 

a aA || ne Miners Hospital | t : : ___ Ys 7): 
3 2 3. NAME OF First Middle ‘Last 4, DATE “Month * Yeer 

3 aN DECEASED ¢ OF 

ea (Type er print Hilda M Jacobs ill PESERe. O/ Gd OG: s 19 


5, SEX? 


Female 


6. COLOR OR RACE 


White 


8. DATE OF BIRTH 


7/20/1920 


IF UNDER 1 YEAR 
Months | Deys 


9. AGE (In yeors 
last birthday) 


7. MARRIED [gg NEVER MARRIED [_] TF UNDER 24 HRS, 


Hours Min. 


18. CAUSE OF DEATH [Enter only one cause par line for (e 


nd (0d “(8 ee 
PART I. WAS CAUSED BY: 
‘ART DEATH AMEDIATE CAUSE fo) 2h Many cch er 


Conditions, if he which < mGenrslegeh \ Vinca Wade aA. 


gave rise to immediete couse 


(e}, steting the underlying (OVE T wr 
cause lest, (c) \ fw" ae ADA Ane th 1ewmos, 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTINGATO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART (e)) 19. WAS AUTOPSY 


PERFORMED? 
Yes [] No 


Oo wipoweo [_] DivoRCED [_] yrs. 
5 =} Toa. USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (County & Stete, or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
28 done during most of working life, even if retired) 5 
3S House Wife > __| Lonaconing, MD, U.S.A, 
a g 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
o 
es m 
a Albertus Beeman | Althea Wiland : 
os § 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address “all 
a = (Yes, Wo ‘or unkown) | (Ifyesgi arordetesof service) 
2 Vincent Jacobs _ Lonadoning, 1 
= 
UD 
o 
2 
Bo) 
2 


-transit permit. 


r attending physician. 


20e. ACCIDENT WAS UNDERLYING Oo 20b. DESCRIBE HOW INJURY OCCURRED. (Enter neture of injury in Pert | or Pert Il of item 1B.) 
OR CONTRIBUTING [} CAUSE OF DEATH 


(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20e. PLACE OF INJURY (Home, ferm, | 20f. (City ortown) (County) (Stete) 
factory, street, office bldg., etc.) | 


20c. TIME OF INJURY Month, Day, Yeer 
Hour e@.m, 


20d, INJURY OCCURRED 


While Not While 
‘at work et work 


MEDICAL CERTIFICATION 


19 
21. | certify that (I) (this hospital) attended the deceased from 


t 1 19.2%; that (1) (we) last 
leath occurred at “2PM. from the tauses and on the date stated above. 


saw the deceased alive o1 and that 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, wi 


death, Page 4 may be retained by the hospital o 
TO FUNERAL DIRECTOR: After this certificate has been 
director, page 3 should be detached for use as the burial. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate 


Seat ATTENDING ED. F 22. ENED 
MED. STAF GI 
Mop, | PHYS. iy pirecror [} PHYS. [] GF. 2864 s> 
2c. PHYSICIAN'S | a - ; 22d. ADDRESS Z ” 
| NAME. (Type) fle aa Mty eS Lip. M.D, LONACO NING MUD. 
23a, BURIAL, CREMATION, | 23b. DATE THEREOF S NAME oF CEMETERY OR CREMATORY Zid. LOCATION (City, town or county) (Stete) 
REMQVAL (Specify) 
S, uria 9/21/1965'| Sunset Memori =e 
\\ J 24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25a, REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


Bie Bie oar E 


GEORGE EICHHORN _Lonaconing, MD. 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


11458 MEDICAL EXAMINER’S CERTIFICATE OF DEATH 14816 


HEALTH DEPT. [Pisce or penta 2, USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
a. COUNTY a. STATE b. COUNTY 


MARYLAND 


ATLUR GAN Y. __ MARYLAND __-_ AU LGAs es 
b. CITY DR TOWN (If outside corporate limits, c. LENGTH DF STAY IN 1b |" c. CITY DR TOWN (If outside corporete limits, write RURAL and give nearest town) 
write RURAL and give nearest town) 


— a Aa 10 YEARS LA VALE 
d. E ITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS 8 Lee ee 


13 BUCHANAN AVE. 13 BUCHANAN AVE. ves] nok% 


3. NAME OF First Middle Last 4. DATE Month Day Year 
DECEASED 


(Type or print) RUTH RF JAEHN batt = SEPT. 25 19 65 
5. SEX 6. COLOR OR RACE | 7, MARRIEDIR] NEVER MARRIED [_] | & DATE OF BIRTH Sma a ee IE UNDERCeaa 
FEMALE WHITE WIDOWED ["] bivorced[]/ OCT. 25,1919 45 yrs. | | 


10a. USUAL OCCUPATION (Give kind of workdone | 10b. KIND OF BUSINESS DR 11. BIRTHPLACE (State or forelgn country) 12. CITIZEN OF WHAT 
during most of working life, even if retired) INDUSTRY COUNTRY? 


HOUSEWIFE OWN HOME IOWA USA 


13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


LENORE _FICTHOR 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (If yes give war or dates of service) 


NO NONE ALFRED H. JABHI LA VALE, MD. oe 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BerwrEN 


PS a PULMONARY _ENBOLISM 


OS4EX DUE TO 
Conditions, If any, which (b) PLACENTAL SEPARATION |_ MINUTES __ 
gave rise to Immediate Z 
cause (a), steting the ( DUE TO 
underlying cause last. (c) ~ 
PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOTRELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART 1(@) 19. WAS AUTOPSY 
YES no [] 


with the State Department 
hin 72 hours after death. 


-transit permit. File pages 


ical Examiner's Office along 
cremation, or removal, and in any e' 


" 


20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Part [ or Part I! of Item 18.) 
Reece Pee eo 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
Hour @.m. While factory, street, office bidg., etc.) 


Not While 
p.m. 19 at work] at work [|] 

21. | certify that | took charge of the remains described above, held an Autopsy {x}, Inspection Xyj,_ Inquiry fgyl, and in my opinion 
death resulted from: Natural causes XX, Accident [_], Suicide [_], Homicide [_], Undetermined manner 

‘ 4 CHIEF MEDICAL EXAMINER 


ACTUAL 22, DATE SIGNED 
SIGNATUR mp, ASSISTANT MEDICAL EXAMINER [_] 


DEPUTY MEDICAL MBEBLAND, 
MAME (ype) BENEDICT SKITARELIC, M.D. Bbress Atredt UNEP AN ary D » 9/26/65. 


23a. RENGHAE pec | 23b. DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY | 23d. LOCATION (City, town or county) (State) = 
ecify) 
BOR IAL RESTLAWN MEMORIAL GARDEN | CUMBERLAND, MD. 


24. FUNERAL DIRECTOR ADDRESS 25a. REC'D BY REGISTRAR | 25b. (RE STRAR’S SIGNATURE 
BYRON KIGHT  QUMBERLAND, MD. | 1,,CFp 99 1466 leeplig eye. 


Page 3 should be used as a burial. 
MEDICAL CERTIFICATION 
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retained for your files. 
TO FUNERAL DIRECTOR 


Please exec ‘ 
director. Page 4 should be forwarded to the Chief Medi 


of Health or its designated agent, prior to burial 
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Item 20b Film G368 MRYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


MEDICAL EXAMINER’S CERTIFICATE OF DEATH {4817 
FS We OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
Bibs a. STATE b. COUNTY ATL AGANY 
ALLEGANY MARYLAND MARYLAND 
b. CITY OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) Re 
CUMBE HLA ND Y RAWLINGS 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) || d, STREET ADDRESS os IS RESIDENCE 
SACRED HEART HOSPITAL _Afong U, S, Rt. # 220 vesL] no KX] 
3. he First Middle Last 4. Lealag Month Day Yeer 
(ype or print) CARRIE Lonetta KASEC. DEATH §=SEPT, ma 19 
$. SEX 6. COLOR OR RACE /7, MARRIED [] NEVER MARRIEDK] | 8 DATE OF BIRTH | S- AGE (in years [IFUNDER YEAR |F UNDER 24 HRS. 
lest birthday) |Months) Days | Hours | Min. 
FEMALE | WHITE | winoweo] _owonceo(}/ Pot, 2, 1693 71m. | 
1De, USUAL OCCUPATION (Givekind of work done 0b. KiND OF BUSINESS OR Ti. BIRTHPLACE (Steto or fore ah country) 12. CITIZEN OF WHAT 
during most of working Ilfe, even If retired) INDUSTRY | . COUNTRY? 
Housework, Domestic Green Ridge, Maryland oS. As 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
John M. Kasecamp Anna L. Stott 
15. WAS DECEASED EVER INU.S, ARMEDFORCES? | 16. SOCIALSEGURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (Ifyes glve war or dates of service) e , 
No None Mas. John Gakliher Rawlings, Maryland 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), ond (c).] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: 7 CGA gS) 
mn _ IMMEDIATE CAUSE («)__________ Pulmonary Embolism 
1°40 DUE TO 
Conditions, If eny, which a Severe Contusions of Left Hip Uy 
gave risé to Immediate 
cause (a), steting the ¢ OUE TO 
underlying cause lest. (c) 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART l(a) |19. Was AUTOPSY 
YES fg] No oO 


20a, EXTERNAL CAUSE WAS 
PRIMARY § or CONTRIBUTING [) 
CAUSE OF DEATH. 


2Db. DESCRIBE HOW INJURY OCCURRED. (Enter nuture of infury In Part 1 or Part II of Item 18.) 


Fell at home 


20c. TIME OF INJURY Month, Day, Year | 2bd. INJURY OCCURRED, | 2De. PLACE OF INJURY (Home, farm,| 2bf. (City or town) (County) Gtate) 
| factory, street, office bidg., etc.) 
While const While 


230" an Aug.20 19 65 at_work at work 


21. I certify that | took charge pf the remains described above, held an Autopsy gj, ‘Inspection 
death resulted from: — Natural causes Accident [X], Suicide [_], Homicide [7], Unde 
. be r CHIEF MEDICAL EXAMINER [_] 


MEDICAL CERTIFICATION 


’ » and in my opinion 
termined manner [_] 


SIGHATUR Mp, ASSISTANT MEDICAL EXAMINER [_] 22, DATE SIGRED 
aie DEPUTY MEDICAL EXAMINER FX] Sept. h, 1965 
NAME (Type) BENEDICT SKITARELIC, MD e Address (Street, city, town, or coun@rim| ae 
234. BORAT 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
wae 9/7/65 St, Patrick's Com, Litthe Onteans, Narytand 
24. FUNERAL DIRECTOR ADDRESS TURE 


mptP 8-706 


25a, REC'D BY 8 1965 25b. REGISTRAR'S SIGN: 


_H, Wayne George Cumberland, Maryland 


completely filled in by the funeral 
ve carbon papers. Pages 1 and 
‘any event, within 72 hours after de 


-transit permit. Then ple 
, cremation, or removal, an 


rtificate has been signed by the attending physi 


is ce 
director, page 3 should be detached for use as the bi 


After thi 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within ¢ hours after death. 


Page 4 may be retained by the hospital or attending physician. 


should be filed with the State Dept. of Health prior to buri 


TO FUNERAL DIRECTOR 


VR A15 (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


1. pee hea DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
a. STATE, b. COUNTY 
legany MARYLANO Maryland Allegany 
db ah OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN 1b ¢. GITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 


write RURAL and give nearest town) 


on Cort h CcRLONA 
d, NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) STREET AOORESS 


Memorial Hospital pte Crtetiand, Md. 


@, IS RESIOENCE 
ON A FARM? 


yes{_] no fd 


3. NAME OF First Middle Last 4. pur Month Day Year 
DECEASED s 
eorumorepeinyy Samuel Martin Kornblatt DEATH Sept. 25, 1965 

5. SEX 6. COLOR OR RACE TFUNDERT YEAR IF UNDER 24 HRS. 


7. MARRIED [X] NEVER MARRIED [_] 


8. DATE OF BIRTH Lh AGE (In ne 


last bi rthday} 
wipowep [7] —_—ivorceo[-] 2ijafo LLGO3 a 
Toa tae SUA orzUpar on are asaTaR cee 0b. pi OF BUSINESS OR BIRTHPLACE (County & Stats, ne county) | 12. apy OF yy, 


4 yy) yor yy life, even If retired) 
MeGETER, Co,| Bilad 


14, MOTHER’S MAIOEN NAME 


Months | Days 


Hours Min. 


3, a Alay 


pee Koen bhkes7 4 ENR 
15. WAS DECEASED EVERTN U.S. ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) Fecal 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: F eee ge 
* "IMMEDIATE CAUSE (a)_ Acute Coronary Occlusion mmed « 


DUE TO 


Conditions, if any, which Coronary Arteriosclerosis and Myocardial Fibrosis 


gave rise to Immediate 
cause (a), stating the DUE TO 


underlying cause last. () 


& | PART 11, OTHER SIGNIFIGANT CONDITIONS CONTRIBUTING TO DEATH BUTNOT RELATEO TO THE TERMINAL DISEASECONDITIONGIVENINPARTI(@) |19. WAS AUTOPSY 
= 

< - s 

s Diabetes Mellitus YES ful No fel 
= | 202, ACCIOENT WAS UNDERLYING 20b. OESGRIBE HOW INJURY OCCURREO. (Enter nature of Injury in Part I or Part II of item 18.) 

& | OR CONTRIBUTING [) CAUSE OF DEATH 

S| (iF EITHER, NOTIFY MEDICAL EXAMINER) 

z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,) 20%. (City or town) (County) (State) 
2 factory, street, office bidg., etc.) 

8 While — Not While 

= 19 at work D at work 


at () (this at y, aad the deceased fro 1945, that (1) (we) tast 
196' and that death occurred at2A»_M, from the causes and on the date stated above. 


22b. DATE SIGNED 
ea: Sten eel 
22d. ADORESS 
M. JACOBSON, M. D. | 2 Pershing St., Cumberland, Md. 21502 


2c. PHYSICIAN'S 
NAME (Type) Z $a 


23c. NAME OF CEMETERY OR CREMATORY ye LOCATION (City, town or county) ae 


Sioa en | 235 EY THER Es 
2A. LI |AL DIRECTOR easz_ View Cenngjer BY REGI: ai oe ABE ya |ATURE 
Perce Lane dv MZ. PECL, SO Le 28 1965 Si, 


OT 
MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


11464 MEDICAL EXAMINER'S CERTIFICATE OF DEATH {4819 
1. PLACE OF DE. 


2. USUAL RESIDENCE (Where deceesed lived, If institution: Residence before aig 


a 


FOR $ 
HEALTH DEPT. 


a, COUNTY 


Bas Cae, a STATE ype pe b. COUNTY : 

gos. Allegany MARYLAND Michicar Sakland 
Cees B. CITY OR TOWN Gf eulsids corporat limils, ¢. LENGTH OF STAY IN 1b ©. CITY OR TOWN (If outside eorporete limits, wrile RURAL and give neores! town) 
fie. leuk Wee f tay beads 

© Sas east oi = + Gay Pontiac j 
Sie &3 4. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street eddress) d, STREET ADDRESS #15 RESIDENCE 
2o~ / s 
BSgeos \ RD. 1 ; ; 60 Oak Hill St, yes (C] Noss} 
ree Sh 3. NAME OF First ~~ Middle Tost 4. DATE Month Day Yoor 7 
$027. DECEASED c } or 
= ~ (ype or prin) §= JECS Frederick Machin DEATH Scpt 3 1955 
go 4 Ba 3X 6. COLOR OR RACE/7, MARRIED [5] NEVER MARRIED [_] | 8. DATE OF BIRTH 9. Ronee TF UNDER YEAR] TF UNDER 24 FS, 

Sz he wee Months] Deys | Ai Min, 
re fEas Male WUE wipowip[] _ pivorceo[-] | Sept.27, 1917 ie yrs, | ae ts 
eile 108. USUAL OCCUPATION ind of work | 1Db. KIND OF BUSINESS OR INDUSTRY | 17, BIRTHPLACE (State or foreign eountry) 12. CITIZEN OF WHAT COUNTRY? 
8 OnF spe during mot of werking i nifretired) | A 
artes nspecto Motor Cer Mfc. Maryland U.S. 
2 és a3 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Noe o> Jor Ss Meohs ” z 
eeees Jorn. Hecnin Bertie M, Rendalls 
20 5e. i Was peels aan Pnnig 16. SOCIAL SECURITY NO.| 17, INFORMANT ‘Address 
= 2 ae ho, of unkown; rrepalygware es of services) 5 “9 B 
vege [SS Aes 21607-0972 | John & Machin Weeternport, Md, 
32 ae a 18. GAUSE OF DEATH [Enter only ona eause per line for fe), (b), end {c).] Lee ey BETWEEN 
gfcur PART I. DEATH WAS CAUSED BY: eronary occlusion g 8 ss 
Hes 52 IMMEDIATE CAUSE (2) g y Sudden 

e 7 oO , 

Sor n / , . : 
nace / von Coronary Thre Ri === 
3253 = Conditions, if any, which (b) = 
an) 5 geve rise to immedieta eause 
2tses (8), stating the underlying ae, o z 
S2Egs couse lest, ( Coronary Sclerosis -— 
es eso z PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)} 19. WAS AUTOPSY 
Spt es Q ——— a a RFORMED? 
230s 2 4 veh no [] 
HSPs & | 200. EXTERNAL CAUSE WAS 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nolure of injury in Pert | or Pert Il of item 18.) 
aese22 & | PRIMARY [1 or CONTRIBUTING [1 
Hones & | CAUSE OF DEATH. 

Berd *) 
= £E oo | 20c. TIME OF INJURY “Month, Dey, Yeor | 20d. INJURY OCCURRED | 20s. PLACE OF INJURY (Home, ferm, | 201. (City or town) (County) (Store) 
a 08s FI Hour a.m. While Not While factory, street, office bldg., etc.) 
Hens z aS ” jat work [_] al work [_] 
a Ss 205 21. I certify that | took charge of the remains described above, held an Autopsy Inspection E} Inquiry sa and in my opinion 
oasy 2 death resulted from: Natural causes kl] cident ita: Suicide Eb Homicide Es} Undetermined manner Oo 

2 

Ao sho $ 4 CHIEF MEDICAL EXAMINER [—] 
HE SAS / 
oS 40. Banenvae aa.p, ASSISTANT MEDICAL EXAMINER [] DATE SIGNED 

3 ¢ 2 a # 2 1OLE 

& Sept 3, 196 

E 3 Ws | ores §=— Benedict Gkitearelic M.D, i eo ae aaa nats Beet if 
Bee 1 ere (ives) ee ul Adirens\(Stree!, ety, town, oreouny) CUNberle = 
Asses 22s, BURIAL, CREMATION,| 22b, DATE THEREOF 22e, NAME OF CEMETERY OR CREMATORY 22d, LOCATION (City, town, or county) 

ss 3 REMOVAL (Specify) a, 
gar Eurial Failos Westernport td 

‘ADDRESS 


24a. REC'D BY 7 1964 et ISTRAR’S SIGI 


Westernport, Md, osEP__7 196 


=k 


e funeral 
1 and 2 
t, within 72 hours after de’ 


papers. Pages 


completely filled in by th 


jove carbon 


ny even 


i 
Pam 


‘transit permit. Then 


should be filed with the State Dept. of Health prior to burial, cremation, or remova 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending pl 


director, page 3 should be detached for use as the bi 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


11462 CERTIFICATE OF DEATH 14820 


. pe Ae al 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before adm|ssjon) 
rf 5 . COUNTY 
ALLEGANY wane || oe WA b.county MINERAL 


Db. CITY OR TOWN (If outside coi (ea limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
writa RURAL and glye nearest town) > 


CUMBERLAND 17_DAYS RIDGLEY ae 


@. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS : 8. EOE AITE 


SACRED HEART HOSPITAL 45 KNOBLEY ST. ves] noi) 


|. NAME OF First Middle Last 4. DATE Month Day Year 


(Type Print JAMES GARLAND _ MAGRUDER DEATH 9/16/65 19 


5. SEX 6. COLOR OR RACE | 7, MARRIED [X] NEVER MARRIED []| ® DATE OF BIRTH 3. AGE (in years [IF UNDER 1 YEARTIF UNDER 24 HRS. 


MALE WHITE WIDOWED [7] vivorceot]| 1/31/96 | 69. 4 lg ad tal Lapel be 


10a. USUAL OCCUPATION (Gia kind ofworkdone| 10b, KIND OF BUSINESS OR IL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working Ilfe, deve If retired) INDUSTRY COUNTRY? 


« Tauck ditver Wholesale Grocery | Cumberfand, Maryland u. S.A, 


13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 


Robert P. Magruder Nettie A, Valentine 


15, WAS DECEASED EVER INU.S. ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address Ww, Va 
(Yes, no, or unkown) | (Ifyes give war or dates of service) . . 


Vos, |W. W. #1 | 214-05-5803 | MABOUNAAH MaghAdér 45 KnobLey St. Ridgeley, 


18. CAUSE OF DEATH [Enter only one cause per_line for (a), (b), and (c).] EE Tn. 
PART |. DEATH WAS CAUSED BY: 
~ IMMEDIATE CAUSE io _Kecfuatry ferber ~ sfefur a F lava fee 2-Vgi 


7 / . 
chatina Pam sence) +t _ fA (Car Eecebdess Sess rae ee CON Gee, 


gave rise to Immediate 
cause (a), stating the ( DUE TO 
underlying cause last. (c). 


PART II, OTt J warhe itess comme 0°) SE: aes CONDITION GIVENINPART l(a) |19. “PS. HAS AUTOPSY 


‘ORMED? 
 ) Mar ‘i Whoa) vecrab, 1 ves] no PY 
20a. ACCIDENT WAS oe |@ob. DESCRIBE HOW INJURY OCCURRED. (Enter nature of haat In Part | or Part I! of Item 18.) 


OR ETE NOTE MERI 
(IF EITHER, NOTI EDICAL EXAMINER) 


206. TIME OF INJURY Mo iG. INJURY OCCURR “aco. seeneh@oerscy] (Caiinty) Gtate) 
white Not While factory, street, office bidg., etc.) 
pa m. at work{_] at work 

21. | certify that (I) (this hospital) ab the doteaege from. 

saw the alive on. air 6 and that death occurred a , from the causes and on the date stated above. 
22a, SIGN a, E SIGNED 

i F 
uo SE YP OE OL 16 Jes 


22c. PH’ TAN’S 


NAME Tors DR. S. WEISMAN | "$9" ENE ST., CUMBERLAND, MD. 


23a. BURIAL, CREMATION,| 23b. DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 


Bitemovs GPM | 918/65 Rose HiLk Cemetery Cumbertand, Maryland 


MEDICAL CERTIFICATION 


24. FUNERAL DIRECTOR ADDRESS 25a. REC’D BY REGISTRAR} 25b. ise ATURE 
H, Wayne George Cumberfand, MaryLand PAS aoe 1965 / Bdge 


\ 


* 


é 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. 


tem LLP i lm63906/25/57 ARvLAND STATE DEPARTMENT OF HEALTH 


ah 


DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, Met Seen 2) 
% 11463 . CERTIFICATE OF DEATH L482j 
2 5 i. PLACE OF DEATH z U. ESIDENCE (Where deceased lived, If institution: Residence before ageilision) 
3 a. CDUNTY a, STATE b. Orn 
£ge B. CITY DR TOWN ai ws TLEGANY 
Bee A) ich Ce kate Hmits, c, LENGTH DF STAY IN 1b jj c. CITY DR TOWN (If outside corporate limits, write RURAL and give nearest town) 
aya CUMBERLAND 3 DAYS CUMBERLAND 
3 g x d. NAME DF HDSPITAL OR INSTITUTIDN (If not In hospital, give street address) ‘d. STREET ADDRESS 8. epee de 
eee MEMORIAL HOSPITAL,MEMORIAL AVE. ||’ 132 GRAND AVE, ves] no 
SSE 3. pS, als AfR/ A First “TiS. Middle Giuseppa tastPapa [4 Bare Month Day Year 
7 ype or print) MRS. JOSEPHINE MARINELLI DEATH SEPT 10 1965 
5. SEX 6. COLDR DR RACE | 7, MaRRIED [K] NEVER MARRIED [-] | ®_ DATE OF BIRTH S. AGE (in years | TEUNDER 1 YEAR|IF UNDER 24 HRS. 
FEMALE | WHITE | wioweo[]  owvorcenpj| 10/17/94 | a | ie 


| 10a, USUAL DCCUPATIDN (Give kind of ark note 
during most of working life, even If retire 


10b, KIND DF BUSINESS DR ad eThE ( & State, or foreign country) 
d) INDUSTRY 7 es 
HOUSEWIFE OWN HOME Ber ealy 
13. FATHER’S NAME 14, am. 'S ‘MAL NAM! 


OUSEWLF 
NK PAYS ANIELLO PAPA CATARINA BARONA 


15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SDCIALSECURITYND. | 17. INFORMANT Address 


(Yes, no, or unkown) | (If yes Give war or dates of service) 
| MEMORIAL HOSPITAL, CUMBERLAND, MOD. 


18, CAUSE OF DEATH [Enter only one cause per Ine for (a), (b), and (c)., Ya sy 
PART |. DEATH WAS CAUSED BY: f 
IMMEDIATE CAUSE (a) "Pine ceunBrtza } b Lefer! - Orfidctoe Weehcea | J AO $ 


YS DUE TD 
Conditions, if any, which ie Sefefecteren Careco uber 


gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. 


PART IT. OTHER SIGNIFICANT COND! TIONS CONTRIBUTING TO DEATH BUTNOTRELATED TD THE TERMINAL DISEASE CONDITIDNGIVEN INPART 1(a) | 19. 1 Are 
ey rfrupaloe try a a i hey bg PbcccmeT 78 -k vs" no [] 
20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HDW INJURY DCCURRED. Gnter nature of Injury In Part 1 or Part Il of Jtem 18.) 


OR CONTRIBUTING [1] CAUSE OF DEATH 
(IF EITHER, NOTH! EDICAL EXxal 


20c. TIME DF INJURY Month, Day, Year | 20d. INJURY DCCURRED |20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
Hour a.m. While Not spe | ere rt, office HitE.; ete.) = .  f 
p.m. at work at work (a 


21. | certify that (1) (this hospital) attended the deceased from is , 19.©)_, that (1) (we) last 
saw the deceased ali i 19. and that death occurred “te [GEM the causes mi on the date stated above. 


12. CITIZEN OF WHAT 


burial, cremation, or removal, and in any 


MEDICAL = 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL OIRECTOR: After this certificate has been signed by the attending physician and, 


director, page 3 should be detached for use as the burial-transit permit. Then please rem 


should be filed with the State Dept. of Health prior to 


22a. SIGNATURE 22b. DATE SIGNED 
ee oe ean 
i 22d. ADDRESS 
ar ia 59 GREENE ST. CUMBERLAND, MD. 
23a. BURIAL, ON 23b. DATE THEREDF 23c. NAME DF CEMETERY DR CREMATDRY 23d. LOCATIDN (City, town or county) (State) 
—— wth | | 
nN BURIAL | 9-13-1965 ST, MARY'S CEMETERY CUMB 
_] 24. FUNERAL DIRECTOR ADDRESS 25a. REC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 
Ne) fe nal, 
was \ JAMES. F.SCARPELLI, CUMBERLAND ,MD. oS EP 15 164 Ms axnbog eee 


be 


essary, 


3 me funeral 


. Give Pages 1, 2, and 3 


in pencil in Item 18. 


ded to the Chief Medical Examiner’s Office along with form PM3. Page 5 may 


riting the word “pending” 


wi 


certificate, 
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director. Page 4 should be forwai 
retained for your files. 
JO FUNERAL DIRECTOR: Page 3 should be used as a burlal-transit permit. File pages 1 a 


TO DEPUTY M! 
Please exe 


the State Department 
In 72 hours after death. 


Ay) 


and in any eve! 


cremation, or removal, 


prior to burial 


of Health or its designated agent, 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


11464 MEDICAL EXAMINER’S CERTIFICATE OF DEATH 14929 
3 PLAGE, oF DEATH ‘ 2. USUAL RESIOENCE (Where deceased nes a CRE Residence before admission) 


Allegany MARYLAND a Allegany ca 
b. CITY OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN 1b |) c. CITY OR TOWN (If outsida corporate limits, writa RURAL and giva nearast town) 


write RURAL and give nearast town; 


Lonaconing (Rural) {_ Lonaconing (Rural) 
d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) Fi STREET ADDRESS a. (Ae eB 


Kaapps Meadow i Knapps Meadow ves) nob 


First Middle Last 4. DATE Month Day Year 


ee ALEX B, McALPINE dara 9/19/1965 19 


SEX 6. COLOR OR RACE | 7, MARRIED}™] NEVER MARRIED []| & DATE OF BIRTH 9, “AGE (In. years [IF UNDER 1 YEAR IF UNOER 24 URS. 
Male last birthday) Mortis] Days | Hours Min, 


White | wivoweo vivorceo[-]| 3/26/18! O = 


10a. USUAL OCCUPATION Pe kind of workdona}| 10b. KiNO OF BUSINESS OR 11. BIRTHPLACE (Stata or foraign country) 12, CITIZEN OF WHAT 

during most of working Iifa, even If retired) INDUSTRY 2 D COUNTRY? 
Lonaconing, MD. U.S.A. 

13. FATHER'S NAME 14, MOTHER'S MAIOEN NAI 


Retired 
James McAlpine Elizabeth Nichols 
15. WAS DECEASED EVER INU.S. ARMEDFORCES? | 16, SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, Wi or unkown) | (Ityes glve war or dates of service), 


p Mrs. Anna McAlpine, Lonaconing, MD. 
18, CAUSE OF DEATH [Enter only ona cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
a ena HER CORONARY OCCLUSION 
me DUE TO 


Conditions, If any, which (b) CORONARY SCLEROSIS 
gava risa to Immediate 

causa (a), stating the ( DUE TO 
undarlying cause last. (c). 


PART II, OTHER SIGNIFICANT CONOITIONS CONTRIBUTING TO DEATH BUT NOT RELATEO 10 THE TERMINAL DISEASE CONDITION GIVEN INPART 3(a) 19. Was AUTOPSY 


yes [(] NO bel 


20a. EXTERNAL CAUSE WAS 20b, DESCRIBE HOW INJURY OCCURRED. (Entar nature of Injury In Part J or Part II of Item 18.) 
Rrgee ae [ee ca 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURREO |20e. PLACE OF INJURY (Homa, farm,| 20f. (City or town) (County) (State) 
Hour a.m, while factory, street, offica bidg., etc.) 


Not While 
Bul 19 at work} at work (es) 
21. | certify that | took charge of the remains described above, held an Autopsy [_], Inspection +1, Inquiry Lad» and in my opinion 
death resulted from: Natural causes Accident [], Suicide [], Homicide [_], Undetermined manner [_] 
> . y) CHIEF MEDICAL EXAMINER [_] 19 Salk 
ASSISTANT MEDICAL EXAMINER 22. DA 
a OEPUTY MEDICAL EXAMINER ae 9 /EB/ 1965 
FAME ues) BENEDICT SKI TARELI Cc s M. D. Address (Street, clty, town, or county) CUMBERLAND, MD e 


23a. BURIAL, eae | 23b, DATE THEREOF 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Clty, town or county) (State) 


Ria ify) 


9/21/1965 Sunset Memorial Park Cumber) ade De 4 
24. FUNERAL DIRECTOR AOORESS 25a. REC'O BY REGISTR. GRATURE 


MEDICAL CERTIFICATION 


: | George Eichhorn Lonaconing, MD. oe ol ga 1965 ee a 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, Tago 


‘ 


is ‘ CERTIFICATE OF DEATH 14823 
iS — ~ 
22 By 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Face before admission) 
ee Ba a. STATE b. COUNTY 
2s ALLEGANY . MARYLAND MARYLAND | 
ba os b. CITY OR TOWN {if outside corporate limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (\f outside corporate limits, write RURAL and give nearest town) 
BE 2 write RURAL and give nearest town) 
£.3 CUMBERLAND, MD, CUMBERLAND, MO. 
uen a. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS @. IS RESIDENCE 
332 ] ON A FARM? 
= BS ( MEMORIAL HOSPITA 702 ' yes] noX] 
3s 3. NAME OF i i - u 
2 a First Middle Last ; 4. Bare. jonth Day Year 
(ype or print) ALICE ALFREDA _ MC CORT DEATH 9- 4& 19 Lt 
5. SEX 6. COLOR OR RACE | 7, MARRIED 8. DATE OF BIRTH 9, AGE (In years | IF UNDER 1 YEAR|IF UNDER 24 ARS. 
ARRIED [~] NEVER MARRIED [_] fis DER 1 VER 
last birthday) |"‘Months | Days | Hours Min. 
FEMALE WHITE | Widoweny) DivorceD Ly] 2-20-4885 80 yrs. 


12. CITIZEN OF WHAT 
COUNTRY? 


10a. USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR ‘11. BIRTHPLACE (County & State, or foreign country) 
during most of working life, even If retired) INDUSTRY 


le A 
13, FATHER’S NAME is. as ae sy Was Sm As 
FRANK MCKINNEY EMMA HANDY 
15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIAL SECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (If yes give war or dates of service) 
NO MEMORIAL HOSPITAL, CUMBERLAND, MD. 


18. CAUSE OF DEATH [Enter only one cause per Ine for (a), (b), and (c).] 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a). 


DUE TO 


INTERVAL BETWEEN 
01 ND DEAT] 


ransit permit. Then please removg 
cremation, or removal, and in any 


ed by the attending physician and comy 


Conditions, If any, which 
gave rise to Immediate 


cause (a), stating the ( DUE * 
underlying cause last. 


PART 11, OTHER SIGHT PIORATOOWOTTTCN CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 


19. WAS AUTOPSY 
PERFORMED? 


yes [] No 


or attending physician. 


ficate has been si 


director, page 3 should be detached for use as the bur 
should be filed with the State Dept. of Health prior to burial, 


20a. ACCIDENT WAS UNDERLYING 

OR CONTRIBUTING (] CAUSE OF DEATH 

(IF EITHER, NOT! EDICAL EXAMINER) 

20c. TIME OF INJURY Month, Day, Year 
Hour a.m. 


206. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part Il of Item 18.) 


20d. INJURY OCCURRED 


While Not While 
at work at work 


‘20e. PLACE OF INJURY (Home, farm, 


20f. (City or town) (County) (State) 
factory, street, office bidg., etc.) 


MEDICAL CERTIFICATION 


19 


that (I) fre+-test 


m the causes and on the date stated above. 
\Z DATE SIGNED 


P-SF bo 


MED. STAFF 
pirector [_]_puys. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. 


6 226, ADDRESS 


Page 4 may be retained by the hos, 
TO FUNERAL DIRECTOR: After this certi 


1] {MMe oe we Fe WILLLAMS 122 S, CENTRE ST. 
23a. aan ri ren | DATE THEREOF ba NAME OF CEMETERY OR CREMATORY Iie LOCATION (City, town or county) tate) 
24., FUNERAL DIRECTO! —- ty Le Newton Cenetery— 2a. REC'D acne ee sega 
we a8 9 ys je Sb Mian eaten ders EE ant SEP 8 19 945 fork 


Md 


\ 


apers. Pages 1 ani 
ithin 72 hours after de 


y filled in by the funeral 


l-transit permit. Then please remo' 


| or attending physician. 
ficate has been signed by the attending physician and 


ctor, page 3 should be detached for use as the buria P , 
should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any e' 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death, 


Page 4 may be retained by the hospi 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


11466 CERTIFICATE OF DEATH "44826 


write RURAL and give nearest town) 
CUMBERLAND 8 DAYS CUMBERLAND 


d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) || d. STREET ADDRESS 


ile PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
5 a. STATE b. TY, 
ALLEGANY MARYLAND MARYLAND REVE GANY 
b. CITY DR TOWN {if outside corporate limits, | c. LENGTH DF STAY IN 1b || ¢. CITY OR TO Tf outside corporate limits, write RURAL and give nearest town) 


8. IS RESIDENCE 
ON A FARM? 


MEMORIAL HOSPITAL, MEMORIAL AVE, |[/523 SHRIVER AVE. vel ate 
3. NAME OF First Middle Last 4. DATE Month Day Year 

FEDS ay MRS. ANN@R "Cc, MC MAHON |" Ew SEPT 26 49 65 
5. SEX 6. CDLOR OR RACE 8. DATE OF BIRTH 


7, MARRIED [_] NEVER MARRIED [_] 


FEMALE WHITE | wioowen (X DivorceD [7] 


10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR 
during most of working life, even if retired) INDUSTRY 
OWN HOME 


USEWIFE 


9. ee A aay} IF UNDER 1 YEAR (IF UNDER 24 HRS. 
G las! ay) |Months] Days | Hours | Min. 
9/24/5995 | FO, || | 


1. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
COUNTRY’ 


MIDLAND, MO. 


ere 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
GEORGE KEARNEY MARGARET COMER 
15. WAS DECEASED EVER INU.S. ARMED FORGES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (if yes give war or dates of service) 
No None MEMORIAL HOSPITAL, CUMBERLAND, MD. 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: ‘ ; Seer ee 
aes IMMEDIATE CAUSE (a) Cite pu 
DUE TD 
Cenditions, If any, which ) ee eteataes'n 
gave risa to Immediate 
cause (a), stating the DUE TO 
underlying cause last. (c) 
3 PART II. OTHER SIGNIFICANT CDNDITIONS CDNTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 19. LF oad 
e ae ? 
é ves [] nov 
= 20a. ACCIDENT WAS UNDERLYING FR 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Part | or Part II of Item 18.) 
| DR CONTRIBUTING [] CAUSE OF DEATH 
‘© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
2 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
I Hour a.m. while Not Whlie factory, street, office bidg., etc.) 
= p. 19 at work at work 


fendod the deceased from. 19 64 that (1) (we) last 


19) to. 
and that death occurred ate 2 3p Nom the causes and on the date stated above. 
22b. DATE SIGNED, 


ATTENDING neq MED. STAFF 
M.D. _PHYS. A pirector []_PHYS. ol a 2/08 
22d. ADDRES 


le ICIAN’S: 
aoe ae ele eG, Os WRIGHT 133 VIRGINIA AVE, CUMBERLAND, MD. 


23a. Fag eobeuh 23b. DATE THEREDF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
pec! 
Burial Sept. 29, 1965 St. Patrick's C Cumberland, Md, 
24. FUNERAL DIRECTOR ADDRESS 25a. REC’ EGISTRAR| 25b. REGISTRAR’S SIGNATURE 


James F fl fp Ma oe OCT 2 196 
bs canpald 


\ 
&® 
com 


papers. Pages 1 and 


i, and in any event, within 72 hours after dea 


Then please rembxe 


cremation, or removal 


ed by the attending physician an 
ransit permit. 
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director, page 3 should be detached for use as the burl 
should be filed with the State Dept. of Health prior to burial, 
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TO FUNERAL DIRECTOR: After this certificate has been si 


VR AIS (4) 
20M 1/65 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, OO 
A 


11467 CERTIFICATE OF DEATH 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
a. COUNTY a, STATE b. COUNTY 
MARYLAND 
b. CITY OR TOWN (if outside cory pa limits, ¢. LENGTH OF STAY IN 1b || ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 


write RURAL and give nearest town’ 
DAYS CUMBERLAND __ 


AND 
d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS e. ees 


MEMORIAL HOSPITAL ‘732 MARYLAND AVENUE ves] NoX] 


. NAME OF First Middle Last 4. OATE Month Day Year 
DECEASED OF 19 


(Type or print) H LEO DEATH 


SEX 6. COLOR OR RACE | 7, MARRIED [X] NEVER MARRIED [_]| 8 DATE OF BIRTH 9. AGE {in ici won] vat Powe 


MALE WHITE WIDOWED [J] bivorcep [[] yrs. 


during most of working life, even If retired) 


USa. 


| 10a. USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or forgign country) | 12. CITIZEN OF WHAT 
INDUSTRY OUNTRY? 


CUMBERLAND, MARYLAN 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


SAMUEL MC NABB MARTHA THOMAS 


15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFDRMANT Address 


(Yes, no, or unkown) ie Give war or dates of service) |. 
2.20 - 30-9542. 


18. CAUSE DF DEATH [Enter only one cause_per line for (a), and {c).] INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: ONSET AND 2 Laude 
IMMEDIATE CAUSE (a). 
y) ) 


DUE TO 
Conditions, If any, which (b) 
gave rise to immediate 
cause (a), stating the DUE TO 
underlying cause last. (c). 


PART II. OTHER SIGNIF}CANT CONDITIONS CONTRIBUTING TO DEATH Sle EASE CO, wee a 19. WAS AUTOPSY 
certs ee Lirale. bse, yes [J not 


fa. ACCIDENT aa UNDERLYING 20b. DESCRIBE HOW INJURY ieee (Enter ane Injury ra Part | or LX II of item 18.) 
OR CONTRIBUTING (| CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


2Dc. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 2De. PLACE OF INJURY (Home, farm,| 2Df. (City or town) (County) (State) 
Hour a.m. while —, Not While factory, street, office bidg., etc.) 


MEDICAL CERTIFICATION 


mat DATE wy 
ATTENDING STAFF 
M.D._PHYS. nt Bintcror (pays. 

22d. ADDRES 


22c, PHYSICIA 
j__ SAME G3P)G OVERTON HIMMELWR 1 GHT wo 133 VIRGINIA ee 


23a. BURIAL, CREMATION,| 23b. PAE THEREOF 23c. ts OF CEMETERY OR a4 23d. LOCA’ ee es Ae or county) (State), ‘- 
REMOVAL (Specify) NW fi 
Sept (G6 Bn : 


24, FUNERAL Ae ots he Pa es rege pe Bra ey ; 


1 ; MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


os 11468 CERTIFICATE OF DEATH 14826 


2E3 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
=e ie a a, STATE b. COUNTY 
2738 ALLEGANY MARYLAND MARYLAND ALLEGANY 
it ad b. CITY OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN 1b || c, CITY OR TOWN (If outside corporate limits, write (Land give nearest town) 
BE 2 write RURAL and give nearest town) 
= 3 CUMBERLAND 9 DAYS jo. CUMBERLAND 
3fn d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) || d. STREET ADDRESS @. Rebeminee 
2sr, 
= 8e/ MEMORIAL HOSPITAL “ 400 YORK PLACE yesl] nok] 
= 3. Renees First Middie Last 4. BME Month Day ‘Year 
(Type or print) WALTER JENNINGS MILBURN | peatH ~=9SEPT, 8 19 65 
5. SEX 6. COLOR OR RACE | 7. MARRIED [A] NEVER MARRIED [-] | 8- DATE OF BIRTH 9 AGE Seki IF UNDER 1 YEAR]IF UNDER 24 HRS. 
ist jal 
MALE WHITE winoweD [] oworceo-]|MARCH 20,1900 E || Baye, | Moun ee 


10a, USUAL OCCUPATION (Give kind of work "| 10b. fase de eoeieess OR 11, BIRTHPLACE (County & State, or foreign eis 12. ee Nets WHAT 


during meg of working I: rp even If retired) 
Ret. Grocery Prop. Grocery 


13, FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


MAMES MILBURN 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (If yes give war or dates of service) 


No, 212-32-8373 MEMORIAL HOSPITAL, CUMBERLAND mp 
18. CAUSE OF DEATH [Enter only one we. line for (a), (b), and (c).7 INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: 
ry IMMEDISTE CAUSE (a). wR wt sh wih, 


DUE TO q — ng ra. 
Conditions, If any, which Qe gc. pe 
gave rise to Immediate © ; 
cause (a), stating the DUE TO 


underlying cause last. (c) 
PART JI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 


19. WAS AUTOPSY 
PERFORMED? 


yes] no [G— 


20a, ACCIDENT WAS UNDERLYING 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTH IEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm, 
Hour a.m. While rset While qo factory, street, office bidg., etc.) 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part { or Part t! of Item 18.) 


20f. (City or town) (County) (State) 


p.m. 19 at work L_] at work 
21. 1 certify that (I) {this hospital) attended the deceased fi , 19. GS", that () {we) last 


saw the deceased alive 9%, and that death occurred at? 2! % : See rm causes = on the date stated above. 


22a. SIBNATQRE 22b. DATE SIGNED 


ATTENDING MED. STAFF epg 
QT M.D. PHYS. { birector C) PHYS. Oo 9- 7 a 


22c. PHYSICIAN'S Re ADDRESS 


MEDICAL CERTIFICATION 


= 
= 
3 
uo 
S 
3 
= 
a 
Fa 
5 
3 
2 
st 
N 
= 
= 
= 
= 
_ 
s 
= 
3 
bd 
* 
3 
@ 
a 
2 
ey 
3 
s 
= 
= 
5 
Fy 
= 
St 
3 
3 
b= J 
2 
2 
£ 
Pes 
3s 
2: 
= 
a 
2 
3s 
s 
2 
= 
z= 
2 
2 
= 
z 
R4 
s 
o” 
= 
= 
= 
s 
= 
oa 
= 
E 
<= 
[-4 
o 
= 
= 
a 
“ 
oa 
= 
o 
z 


> 
3 
S 
ae 
2 
= 
s 
J 
S 
S 
i 
o 
2 
BS 
Ss 
g 
2 
& 
& 
= 
o 
is 
= 
5 
a 
2 
2 
& 
s 
a 
= 
oc 
Py 
= 
“ 
Ss 
+ 
a 
oS 
a 
2 
2 
© 
2 
a 
a 
= 
= 
= 
- 
3 
x 
= 
@ 
2 
= 
a 
s 
B3 
a 


director, page 3 should be detached for use as the burial-transit permit. Then please remq 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and 


; | LEO pr. C, BRINSFIELD 401 Decatux St, Cumberland, Md, 

~ saga, Fa’ 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or Aa (State) 

Q | Bie | 9/13/65 St. Mary's Burial Park Cumberfand, —MaryLand 

oh 24, FUNERAL DIRECTOR ADDRESS 25a, “1965 25d, are IGNATURE 
is ane H, Wayne George Cumberfand, Maryland | SEP Trt 


20M 1/65 


funeral director. Page 


© 


it within 72 | 


Item 18. Give Pages 1, 2, and 3 to the 


4 should be forwarded to the Chief Medical Examiner's Office along with form PM3. Page 5 may be retained for your fi 


TO FUNERAL DIRECTOR: Page 3 should be used as a but 


transit permit. File pages 1 and 2 with the State Board of H 


ing the word “pending” in pencil i, 
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or its designated agent, prior to burial, cremation, or removal, and in any even! 


please execute ime certifi 


TO DEP’ 


VS. AISME 
SM 9/60 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


11468 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 14827 


. PLACE OF } DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
i STAT, b. COUNTY 
Allegany marviann ||” flaryland Allegany 


jer death. 


b. CITY OR TOWN (if outsids corporate limits, | ¢. LENGTH OF STAY IN Tb ~_€. CITY OR TOWN (lf outside corporata limits, write RURAL and give naaresl lown) 
writa RURAL and give nearest town) 


| 3 
ostbupg | DOA xX__Mt. Savage a! 

d. NAME OF Fat ‘OR INSTITUTION (if not in hospitel, give street eddress) )  d. STREET ADDRESS » IS RESIDENCE 
Ui ON A FARM? 


Miners Hospital ves C] No Dt 


"3, NAME OF First Middle : Month Dey Year 
DECEASED 


Ue eau Floyd H, Miller glia September 29,1965 
6. COLOR OR RACE| 7 mapRIED |] NEVER MARRIED 8. DATE OF BIRTH 9. AGE (In yeors |IF UNDER YEAR] IF UNDER 24 HRS, 
oO last birthdey) |Months| Deys | Hours | Min. 
White | woowol] ovore} |Dec. 8, 1902 62.™ |" | 


10a. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR pe 1. BIRTHPLACE (State or foreign country} . CITIZEN OF WHAT COUNTRY? 


done during most of working life, even if retired) 


Laborer le i it, USA 


13. FATHER’S NAME 7 14, MOTHER'S MAIDEN NAME 


Michael Miller Lucy Rawlings | 


15. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16. SOCIAL SECURITY NO. i 17, INFORMANT Address. 


(Yes, no, or unkown) | (Ifyesgive weror detasof service) 
| 220-10-2011 Mary Kuhlman, Mt. Savage, Md. 


18. CAUSE OF DEATH [Entar only one cause por line for (e), (b), end (e).) | INTERVAL BETWEEN 
EL AND DEATH 
PART |. DEATH WAS CAUSED BY: ont 2 
DIME te lel Coronary Occlusion Puaden 


/ DUE TO 
Conditions, if eny i <= Coronary _ Selerosis 


geve rise to imme couse 
(a), stating the underlying: 
cause lest, ae 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NC NOT "RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN /PART Via)| 19. WAS AUTOPSY 
——— ae, | PERFORMED? 


ves [] No [3k 


20a. EXTERNAL CAUSE WAS “| 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Part Il of ilem 18.) 
PRIMARY (J or CONTRIBUTING [J 
CAUSE OF DEATH. 


20c. TIME OF INJURY Month, Day, Yeer | 20d. INJURY OCCURRED | 208. PLACE OF INJURY (Home, ferm, ° 20F. (Clty or flown) — (County) itera) a 
While Not While factory, street, office bldg., etc.) | 
et work [] at work [_] : 


Hour e.m. 
p.m, 19 


21. I certify that | took charge of the remains described above, held an Autopsy ie Inspection [X). Inquiry and in my opinion 
death resulted from: Natural causes [x Accident o Suicide [ay Homicide Oo Undetermined manner [at 
cies (, CHIEF MEDICAL EXAMINER [_] 
_ ASSISTANT MEDICAL EXAMINER DATE SIGNED 
SIGNATURE _ 
‘eRkorinka's ” DEPUTY MEDICAL EXAMINER x Sept. 29, L965 
NAME (ee) Benedict Skitarelic, MeD¢ Addes (shou, ctv, town, or coumoumberland, Nd 
IAL, CREMA ,| 226. DATE THEREOF 22e, NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or country} (Ste 
Cob aey 1965 | St. Patricks Catholic Mt. Savage, Md, 
- ADDRESS [* an BY eS EGR TEAR’ Spon 
as Se sf Hyndman, Paes /g°7#s1 oC 4 196. _j = ave 


MEDICAL CERTIFICATION 


23. PS DIRECTOR 
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10 DEPUTY .. 
lease execute the certificate, 


of Health or its designated agent, prior to burial 


director. Page 
tetained for your files. 
TO FUNERAL DIRECTOR: 


Di 


MARYLAND STATE DEPARTMENT OF HEALTH 


Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, ie Wi Sy 5 
12470 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 14828 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
“tas Sh a. STATE b. coun 
Allegany MARYLAND Maryland legany 
b. CITY OR TOWN (If outside corporate limits, c. LENGTH OF STAY IN 1b c. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) ~ 
and 3 Hrs A Cumberland 
d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) pf STREET ADDRESS @. Pau) ot 
Sacred Heart Hospital Route 3, Box 483, Valley Road | ves] no] 
3. esa First Middle Last 4, us Month Day Year 
pete Prat) _ Thomas Earl Morgan DEATH September 21. 19 65 
5. SEX 6. COLOR OR RACE | 7, MARRIED [X} NEVER MARRIED [] | & DATE OF BIRTH 9. AGE (In years | 1F UNDER YEAR|IF UNDER 24 HRS. 
last birthday) Wonths | Days | Hours | Min. 
4 ] A wiDoweED |] pivorcEOT ]| May 6, 1892 73 yrs. | | 
10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (State or forelgn country) 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY | COUNTRY? 
Retired Painter land USA 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
Thomas H, Morgan Mary Esther Jeffries 
15. WAS DECEASED noes FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT ‘Address 
(Yes, no, er unkown) Por ait 
No Pen tady Mrs. Myron Lehr, 134 Frost Ave. Frostburg, Md 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).7 | rERVAL ay 
PART |. DEATH WAS CAUSED BY: 
/ IMMEDIATE CAUSE (a). CORONARY OCCLUSION 
Ub 3-0 | DUE To 
Conditions, if any, which CORONARY SCLEROSIS ae 


D) 
gave rise to immediate () 
cause (a), stating the DUE TO 
underlying cause last. (o) 


PART II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 3(a) 


19. WAS AUTOPSY 
PERFORMED? 


ves[] NO RX 


203. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part 11 of Item 18.) 
eet PO 0 


20c. TIME OF INJURY Month, Day, Year 
Hour 


20d. INJURY OCCURRED | 20e, PLACE OF INJURY (Home, farm, 


While Not While factory, street, office bldg., etc.) 
at work] at work [_] 


21. | certify that | took charge of the remains described above, held an Autopsy [_], Inspection [XX], Inquiry (XJ, _ and in my opinion 
death resulted from: Natural causes KJ,, Accident [], Suicide [_], Homicide [_], Undetermined manner oO 
‘ / CHIEF MEDICAL EXAMINER [_] 


20f. (City or town) (County) (State) 


MEDICAL CERTIFICATION 


is wip, ASSISTANT MEDICAL EXAMINER [[] 22, DATE SIGNED 
DEPUTY MEDICAL EXAMINER [Xi] Septenber 21, 1965 
BaAMe Cs) BENEDICT SKITARELIC > M.D. Address (Street, city, town, or county) umber land 2 Ma. 


23a. BURIAL, CREMATION,) 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
REMOVAL (Specify) 
Sept 24, Zion Memorial Park Cumberland, Maryland 
ADDRESS 


11. Dp 


~_230.Baltimore Ave, Cumberland mreSEP 27 1965 vf re 


25a. REC’D BY 7 1966 REGISTRAR’S SIGNATURE 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


11471 CERTIFICATE OF DEATH 14829 


1. PLACE OF DEATH 2, USUAL RESIDENCE (Whare deceased lived, If institution: Residance before edmission) 
=. COUNTY a. STATE b, COUNTY 


Atgegany _ ___ MARYLAND aryland Athegany 


b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN 1b ce. CITY OR le (ff outside corporate limits, write RURAL and give naeresf town) 


write RURAL and giva neerast town) Clon d 
wnberLan 


d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give straat eddrass) “d. STREET ADDRESS. . 1S RESIDENCE 


/ ON A FARM? 
905 Brown Avenue 905 Brown Avenue 


3. NAME OF First “Middle last 4. DATE “Month 
DECEASED 


Uiype o rim HELEN ESTELL O'NEAL | "F™ Sept, 25, 


5, SEX [6 COLOR OR RACE|7, jagrizo [_] NEVER MARRIEO [_] | 8: DATE OF BIRTH 9. AGE (In years |IF UNDER T YEAR] IF UNDER 24 HRS. 
last birthday) |"Months; Deys | Hours l Min. 


Female White WIDOWED [X] Divorced ["] 1892 130 


TOs. USUAL OCCUPATION (Giva kind of work | 10b. KIND OF BUSINESS OR core ‘9 Wet 2 (County & Stale, or foraign country) | 12. CITIZEN OF WHAT COUNTRY? 
done during most of working lifa, evan if ralised) 


ous ews fe. | Own. Home __ Cunberfand, Md, ce Ge SAS. 


aos 


in 24 hours after 


id completely filled in by the funeral 


Then please remove carbon papers. Pages 1 and 2 should 


ican an 


13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 


Edmund B, Smith Nettie Bowden 


P15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT ~ Addrass = 7 7 
(Yas, no, or unkown) | (Ifyesgivawarordatesofsarvica) Cunberkand, Md. 


No _|__ None Mrs. Lesten A. Inskeep, 905 Brown Ave, 


“18, CAUSE OF DEATH | [Entar only ona causa per lin: fa), (b), and (c).] INTERVAL BETWEEN. = 
PART I. DEATH WAS CAUSED BY: Coa Ze Cemorte, aoe noe 
~_ IMMEDIATE CAUSE (a)__ : vA 
HY 2A 
Conditions, if any, which 
geve rise to Immadieta ca 


(0), stating tha underlying 
causa last. 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO. DEATH BUT NOTR aHLATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19, WAS AUTOPSY 


PERFORMEQ? 
rate et Me 2 ae Seal no DL 


208. ACCIDENT WAS UNDERLYING 206. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Pert | of Part Il of itam 18. nie 
OR CONTRIBUTING [] CAUSE OF D! 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20. TIME OF INJURY Month, Day, Yaar 20d. INJURY OCCURRED | 20e, PLACE OF INJURY (Home, farm, | 20f. (City or town) oo (County) ~ (Stata) 
Hour .aime While Not While fectory, street, office didg., ete. M1 
pom, 9 at work et work 


21. 1 certify that (I) (this hospital) attended the de Be 1 WG that (1) (we) last 
saw the deceased ali 4 d\that death cndied A9.32.3.0AMirom the causes and on the date stated above, 


ABET IC ATTENDING MED. STAFF Be: ey, 
” .p, | PHYS. KL DIRECTOR  erys. 


2c. PHYSICIAN'S 22d, ADDRESS 


5 Potomac..St,, Ridgeley, W/ Va... = 


230. BURIAL, CREMATION, ye J |. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (Stete) 


REMOVAL (Specify) 
za De _ PLeasant Grove Cem Nean Cumberland, 
24 FUNERAL DIRECTOR’S SIGNATURE ADDRESS ‘Sa. ‘C'D BY REGISTRAR | 25b, REGISTRAR’S extand, | Mda 
H, Wayne George, CwnberLand, Md, : SEP 28 i966 [oberg gee 


|, and in any event, within 72 hours after death. 


s that the death certificate be execute, 


be retained by the hospital or attending physician. 


o 
S 
3 
3 
Cy 
ir. 
2 


The law requi 


After this certificate has been signed by the attending phys' 
f Health prior to burial, cremati 


MEDICAL CERTIFICATION 


ATTENDING PHYSICIAN: 


IRECTOR: 
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tor, page 


irec! 


be filed with the State Dept. o' 


eer: 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


11472 MEDICAL EXAMINER'S CERTIFICATE OF DEATH a 83y 


. . PLACE ae 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
aa a. STATE b. COUNTY 


Allegany MARYLAND Maryland Ajleg: 


b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN 1b |''c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) 


Cumberland ——o x_ Rural Corrigansville 
d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS 8. Re 
Sacred Heart Hospital--DOA ? vesC) no 


. NAME OF First Middle Last 4 PALE Month Day Yeer 


DECEASED 
(Type or print) G Lee Park bed 10 
6. COLOR OR RACE | 7, MARRIED [_] NEVER MARRIED Ge] | 8 OATE OF BIRTH 9. AGE (in, yeart IF UNDER YEAR |F UNOER 24 HRS, 
Mi Min. 
White WIDOWED [-] vivorceo[-]| APril 27, 1965 i, jonths | Days | Hours in 


10¢. USUAL OCCUPATION poe kind of work done| 10b, KiND OF BUSINESS OR 11. BIRTHPLACE (State or forelgn country) 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 


utente ee Maryland 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


Saretha Paugh 


William 
15. WAS DECEASED EVER INU.S.ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (It yes give war or dates of service) 


tled Laand --- William Park, Corrigansville, Md. 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).) INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: oo ee ernie 
| IMMEDIATE CAUSE () Asphyxiation is 
tl DUE To Cabebibedas 
Conditions, If any, which accidental strangu lation) Minutes 
gave rise to Immediate bY 
cause (a), steting the DUE TO 
underlying cause last, (c). 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASECONDITIONGIVEN INPART 1(a) | 19. Wes AU SE 


YES io no [] 


CA 


in Item 18. Give Pages 1, 2, and 3 


ith form PM3. Page 5 may be 


&) ith the State Department _ 
esent within 72 hours after a 


24 hours after death. If any delat 


-transit permit. File pages 1 


of Health or its designated agent, prior to burial, cremation, or removal, and in any 


20a. EXTERNAL CAUSE WAS 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Pert 1! of Item 18.) 
BS lg eo uth Oo 
i Baby impinged itself between 


. erib sides and mattress, __ 
20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
Hour “wn, While Not While & factory, street, office bidg., etc.) 
.m. 58 at work] et work Home Corr nk id 


21. | certify that | took charge of the remains described above, held an Autopsy [X% inspection [XX], Inquiry [3J, and in my opinion 
death resulted from: Natural causes [_], /7Accident , Suicide [_], Homicide ([), Undetermined manner oO 
; 7 CHIEF MEDICAL EXAMINER [_] 
STeNATUR Mp, ASSISTANT MEDICAL EXAMINER [_} 22. DATE SIGNED 
DEPUTY MEDICAL EXAMINERXX) September 1 
EXAMINER'S BENEDICT SKITARELIC, M.D. “ 1, 1965 


NAME (Type) Address (Street, city, town, or county) Cumberland, Md. _ 
5 BUTIAL CREMATION, 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) — 


rte” | 9/10/65 Texas Horse Shoe Run, W.Va. 


. FUNERAL DIRECTOR ADDRESS 25a, REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
Wayne Ss : Spigele Davis, W.Va. | omerp 10 19 febortss Juager 
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Page 3 should be used as a burial. 
MEDICAL CERTIFICATION 


EXAMINER: 


director. Page 


retained for your files. 
TO FUNERAL DIRECTOR: 


TO DEPUTY 
please ex 


@ 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. 


1 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been si 


Es 


Pages 1 and 


letely filled in by the funeral 
within 72 hours after de: 


farbon papers. 


ed by the attending physician 
burial, cremation, or removal, and in any event, 


director, page 3 should be detached for use as the burial-transit permit. Then please re 


should be filed with the State Dept. of Health prior to 


VR AIS (4) 


20M 


15 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, ee 


h CERTIFICATE OF DEATH 10127, 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institutlon: atatd before et 
EN EGANY a. STATE b. COUNTY 
MARYLAND 
bd. “at RR a ie pig estet tom c. LENGTH OF STAY IN Ib || c. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest town) 
43 DAYS ROMNEY 
d. NAME OF HOSPITAL OR can ION (if not In hospital, give street address) || d. STREET ADDRESS ~ a De 
MEMORIAL HOSPITAL 297 WIRGMAN AVE. ves] nokdl 
3. NAME OF First Middle Last 4. DATE Month Day Year 
DECEASED OF 
(Type or print) GROVER as PATTERSON | beaH = =SEPT. _—30 65 
5. SEX 6. COLOR OR RACE | 7, married [4 NEVER MARRIED [-] | & DATE OF BIRTH 9. AGE fin. are TF UNDER 1 YEAR|IF UNDER 24 HRS. 
Months | Di Min. 
MALE | WHITE | wiooweo[] _oworceo-j| NOV. 9, 1892 | 78. we (mm om | Hour | MP 


10a. USUAL OCCUPATION (Give Kind of work done 


12. CITIZEN OF WHAT 
during most of working life, even If retired) COUNTRY? 


10b, Nevo OF [vite 3 OR | 11. BIRTHPLACE (County & State, or foreign country) 


tation, Agent | B&O Rail Road WESTERNPORT. MD, UE SA. 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
WILLIAM PATTERSON FLORENCE BRYAN 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIALSECURITYNO. 
(Yes, no, or unkown) | (If yes give war or dates of service) 


No 705-05=8034 


17, INFORMANT Address 


18. CAUSE DF DEATH [Enter only one cause per line for (a), 
PART |. DEATH WAS CAUSED BY: y 


MEMORIAL HOSPITAL 
INTERVAL BETWEEN 
IMMEDIATE CAUSE (a) 


4 ONSE] AND DEATH 
/ DUE TO 


Conditions, f any, which @) MOA b4IA § stern ¢ G4. : 


gave rise to Immediate 


cause (a), stating the ( DUE TO * 
underlying cause last. ©) La ; 


Hour a.m. factory, street, office bidg., etc.) 


p.m. 19 


21. | certlfy that {I) (this hos 


saw the deceased alive on. 
22a. SIGNATUZE 


While Not Whlle 
at work 


3 PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED 10 THE TERMINAL DISEASE CONDITIONGIVEN INPART i(a) 19. ea AUTORSY 
om if 
S yes [[] NO 

= 20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part t or Part II of Item 18.) 

§& | OR CONTRIBUTING [] CAUSE OF DEATH 

© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

= | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e, PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (state) 
8 

= 


at work 


._ that (I) (we) last 


es and on the date stated above. 
22b. DATE SIGNED 


ATTENDING MED. STAFF 
M.D. PHYS. iE) pirector [] PHYs. Oct. i, 19 65 
22c. PHYSICIAN’S 22d. ADDRESS 


| NEG) DR, WALTER N. HIMMLER 412 N. MECHANIC ST. CUMB. MD. 


23a. BURIAL, CREMATION,| 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
REMOVAL oe 


10-5-65 Indian Mound Homey est Vi reinia 
aR Rp ECTO) ‘ADDRESS 2a. REC'D BY REGISTRAR | 25.” REGISTRAR’S SIGNATUI 
Agia Nasal an DATE OCT = 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 14834 


t 


Pages 1 and 2 should be filed with 


|, cremation, ar removal, ond in any event, within 72 hot hp death. 


. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 


o. COUNTY 0. STATE b. COUNTY 
Allegany eee Maryland Allegany 
b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 


RURAL ond give nearest town) 


after death. Page 4 
the funeral directar, 


d. NAME OF HOSPITAL (If nat in haspilal, give street address) | d, STREET ADDRESS e. IS RESIDENCE 
Z OR INSTITUTION . i ON A FARM? 
oe c/ Miners Hospital ves L] NOI 
<a . NAME OF First Middle Lost 4. DATE Month Da: ‘ear 


ry Ye 
DECEASED OF 
Cpe oF prin MAE M PELTIER Blam 9/11/1965 9 
5. SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 on | IF UNDER 24 HRS. 


lost birthday fonths $ lours in, 
ae White Cane ie te 2/21/1892 lost birthday) [Months] Day: Hi Mi 


Yee 


10, USUAL OCCUPATION (Give kind af wark done) 10b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (Stote or fareign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) i U.S.A 
Retired -Celanese, Corp. Gilmore, MD, pe eee 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Matthew Martin Rebecca Hill 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
{¥es, no, of unknown) {IF yes. give wor or dates of service) 
No e20= E Gardner Ma: - Gilmore,Md. 


Then please remove carbon papers. 


1B. CAUSE OF DEATH [Enter only one couse per line for (a), (b), gad (c)-] INTERVAL BETWEEN, 
’ , 
PART |. DEATH WAS CAUSED BY: ge SEO d 
: IMMEDIATE CAUSE (0) rg Oye gud > a, reo bee 
DUE TO 
Conditions, if ony, which (oh 
gave rise to immediote 
DUE TO 


cause (a), stoting the ynder- 
lying couse last. (ce) 


Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 


19. WAS AUTOPSY 
PERFORMED? 


ves [] Notes 


> 


MEDICAL CERTIFICATION 


200. ACCIDENT WAS UNDERLYING 1) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Manth, 
Hour a.m. 


p.m. 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part Il of item 1B.) 


Year | 20d. INJURY OCCURRED. 


While Not while 
lot work [_] of work 


lee TES GlELA IG a 
‘20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (Stote) 
foctory, street, office bldg., etc.) | 


H 
21. 1 certify that (1) (this ic ai the deceased fram.____ Z. 9L5 10..P_ Oy A ae 19._G5that (!) (we}tast 


Doy, 


9 


+ After this certificate hos been signed by the attending physicion and completely filled 


saw the deceased alive as! oy Sees v.45 and that death accurred 7 .M, fram the causes and an the date stated abave. 


72a. SIGNATURE 22 DATE 
1S = ATTENDING MED. STAFF SIGNED 
2 ; M.D. | PHYS. x DIRECTOR PHys. 1] 


TENDING PHYSICIAN: The law requires that the deoth certificate be executed within 24 f 


the hospital or attending physicion. 


‘OR 
page 3 should be detoched for use as the burial-transit permit. 


the State Board of Health priar ta buri 


€ 
aT 


$a | 2c. PHYSICIAN'S. 22d. ADDRESS 
z22 etre) John Bs Davis Frostburg, MD. 
i a ee 
& 3 3 g 23a. BURIAL, CREMATION, | 23b. DATE THEREOF 23. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (State) 
Ses ) Byoval I ify) : 
of a ) Ura 
- - 4 24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS: 250. REC'D BY REGISTRAR R Sp ia SIGNATURE 
EAS (0 GEORGE EICHHORN _LONACONING, MD. on EP 14 1965 °°” 


# 


ecessary, 
. Page 5 may be 


he funeral 


€ 
3 to tl 


et 
d 


2 


rm PM3. 
with the State Departme! 


File pages 1 
and in any event within 72 hours after dea 


24 hours after death. If any d 


Office along 


cremation, or removal, 


Page 4 should be forwarded to the Chief Medical Examiner's 
prior to burial 


retained for your files. 
JO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. 


please execute the certificate, writing the word “pendii 


of Health or its designated agent, 


TO DEPUTY 
director. 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


Og 
11475 MEDICAL EXAMINER’S CERTIFICATE OF DEATH i 832 
1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence betore adnisslop) 
©. COUNTY Al a. STATE b. COUNTY i 
legany MARYLAND _ Virginia 
b. CITY OR TOWN (If outside corporate limits, ©. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporete Tatts, write RURAL end give neerest town) 
write RURAL and give nearest town) ; 
Frostbur Hour x 
d. NAME OF HOSPITAL OR"INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS e. gard = 
: Drive ves T1_no fg 
3. NAME OF First Middle Last Month 
DECEASED OF 
(Type or print) DEATH 19 6 


- SEX 6. GOLOR OR RACE | 7, MARRIED [K} NEVER MARRIED[]| & DATEOF BIRTH 9, AGE (In Fears] iF UNDER 1 YEARIIFUNDER 24HRS. 
last birthday) Months | Days | Hours | Min. 
Male W wipowep [-] vivorceo{]| March 16,191: Su vrs. 
10a, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR Ii. BIRTHPLACE (State or forelgn country) 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 
Book binder U. S, Archives US Ae 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
John L, Phillips Flora Dulaney 
15. WAS DECEASED EVER INU.S. ARMEDFORCES? | 16. SOCIALSECURITYNO, | 17. INFORMANT Address 
(Yes, no, or unkown) eats Se 
Mrs. Francis Phillips, Alexandria, Va. 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), end (c).) INTERVAL BETWEEN — 
PART |. DEATH WAS CAUSED BY: ONSED ANG DEATH 
4 10] IMMEDIATE CAUSE (a). 
“fee DUE TO 
Conditions, If any, which a Coronary Sclerosis -<-~ 


gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. () 


& | PARTII. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART1(e) |19. Pentre 
= 

3S ves Not] 
=] 20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Pert 1 or Part li of Item 18.) 

& PRIMARY [) or CONTRIBUTING () 

| CAUSE OF DEATH. 

3 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 20f. (Clty or town) (County) (State) 
r=} Hour a.m. factory, street, office bidg., etc.) 

ia while Not While 

3 p.m, 19 at work] at work LC] 


21. I certify that | took charge af the remains described above, held an Autopsy [t, Inspection (Xt, inquiry [3% and in my opinion 


death resulted from: Natural causes jj, Accident [_], Suicide [_], Homicide [_], Undetermined manner [_] 
- in CHIEF MEDICAL EXAMINER [_] 
STaNATOR te mip, ASSISTANT MEDICAL EXAMINER ["] 22. DATE SIGNED 


pepury Mepicat Examiner (§ Sept. 7, 1965 
; ’ 
Bene Benedict Skitarelic ’ M.D. Address (Street, clty, town, or county) Cumberland,MD ‘ 
2a BURIAL, CREMATION, 2ab, DATE THEREOE aa NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
pecify) y 

Buy ad i Vt kA Mt. Morris, Pa, 
24. FUNERAL DIRECTOR ADDRESS 

Joseph R. Durst, Sr., Frostburg, Md. 


25a. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


nare SEP 14 1965 /Mordsa Jeep 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


death. Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been signed by the 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, milage to th 


M)_11478 CERTIFICATE OF DEATH 14833 


2 1. PLACE OF DEATH 2, USUAL RESIDENCE (Whare daceased lived, If institution: Residence before edmission) 
25 a. COUNTY a. STATE b. COUNTY 
xed Allegany . MARYLAND Maryland Allegany a 
ae b. CITY OR TOWN [if outsid c, LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outsida corporate limits, write RURAL and giva nearest town) 
Bao writa RURAL and give neerast own) | 
e538 Cumberland, Md, 9 yrse || Cumberland 
Baa d. NAME OF HOSPITAL OR ReTaTON {it not in hospital, give street address) || d. STREET ADDRESS ~) e. IS RESIDENCE 
ee) ON A FARM? 
roe? 2) ae Sylvan Retreat _ ue | 109 Weber St__ = ___| ves] Nox] 
gan 3. NAME OF rst ‘Middle Last ids “DATE ‘Month ‘Dayo Year = 
2 on DECEASED | 
: (Type er pin) William Potts | SEATH September 6 19 65 
5. SEX 6. COLOR OR RACE|7, MARRIED [Sf NEVER MARRIED [_] 8. DATEOFBIRTH ~ |9. AGE (In yeers |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
lest birthdey) |"Months| Deys | Hours | Min. 
Male White wows []  vivorceo [] | July 31 2 rssh ie 
5 Oe. USUAL OCCUPATION (Give kind of work | 10b, KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (County & Stela, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
3 dona during mest of working life, even if retired) | 
Fd = 
2 Carpenter _ ae |___Allegany, Maryland U.S.A. 
a 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
a 
2 
3 Jonathon Potts | Amanda Purcell 
5 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.) 17, INFORMANT Addr io ae 
2 fiaeNna  aesunisoen lb eagivasedtseaafeder exit] "217 Frost Avenue 
Unk 217-10-1319 irs » Warren Smiv » A. lube rland, Md 


18. CAUSE OF DEATH i [Entar. ‘only ne cause lay Tine for (fe), “(b), end {. 7 INTERVAL BETWEEN 
PARTI. DEATH WAS CAUSED BY: Chu, ere OEE eee 
IMMEDIATE CAUSE OO 7 7 4 —., ee A — 
&y DUETO og! op 
Conditions, if any, whéch Se +} t 


gave rise to immediete ceuse 


(@), steting the underlying ( DUE TO a fC =~ Steed, Poles, signe 


couse lest. 


~ 


3 PART Il. OTHER SIGNIFICANT on IS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART hag 9. 5 Saae 
= ‘Ot Di 
2 epee 
5 a AS sieiciai 
= 20e, ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter neture of injury in Pert | or Pert II ot item 1B.) 
& | OR CONTRIBUTING [] CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
s 20c, TIME OF INJURY Month, Dey, Yeer 20d, INJURY OCCURRED | 200, PLACE OF INJURY (Home, ferm, ‘ 201, (City or town) ; (County) (State) 
= inane While __Not While fectory, street, office bldg. ee 
= Ea 9 at work [_] at work (_] 
21. 1 certify that (I) (this hospital) attended the deceased fromAPYAL...A... cue = to.Sept,..6........, 19.65 that (I) (we) last 
saw the deceased alive on... September..419..65., and that death occurred&.50...AM, from the causes and on the date stated above. 
7 22b, DATE 


cna ATTENDING MED. STAFF SIGNED 
ph Le p $ ¢ Mp. | PHYS. [1 pirecror [1] prvs. [] 
| 22c. yee ; . O22 22d. ADDRESS 
'YPe, 
L,_B, Mathews, M,D, ....49.Greene St, ,..Cumberland,. Md. 


23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) 
Fairview Christian sehriasicl frtemas Penna 


STS ee 


230. BURIAL, CREMATION, | 23b. DATE THEREOF 
REMOVAL (Specity) 


Burial 8/65 
24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 


VR AIS (4) Ruth E. Silcox Cumberland Maryland 


20M 5-63 


director, page 3 should be detached for use as the burial-transit permit. Then please remove 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 


; 1 MARYLAND STATE DEPARTMENT OF HEALTH 
(M DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
+3 At : CERTIFICATE OF DEATH EC& Sg 
fe 
' 8 883 ae ei Us All 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence hefore admission) 
2 © a, STATE b, COUNTY 
5B 373 gany ieee Maryland Allegany 
oc ge “b. CITY OR TOWN (If outside corporate limits, ¢. LENGTH OF STAY IN ib || c. ClTY OR TOWN (if outside corporate limits, write RURAL and give nearest town) 
Boe write RURAL and give nearest town) 
g°3 Gumberiland 9/11/196L.  |i2 Frostburg, 
@: J g x d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) || d. STREET ADDRESS 6; PS 88 
— = / 
S Ses Allegany County Infirmary 65 Broadway ves] no fl 
=s s eS cy Resorts First Middle Last 4 ous Month Day Year 
2} 
2 (Type or print) Goldie G. Price | peatr September 2, 19 65 
3 5. SEX 6. COLOR OR RACE | 7, MARRIED [~] NEVER MARRIED [¥] | 8 DATE OF BIRTH 9. AGE (In years [IF ONDER 1 YEAR|F UNDER 24HRS. 
last birthday) Min. 
8 Be Female | White wipoweo >} —_ivorceof-]| 9/15/1887 78 ATE ee Wide a 
ea 10a, USUAL OCCUPATION (Give Kind of work done| 10b. KIND OF BUSINESS OR Il. BIRTHPLACE (County & State, or forelgn country) | 12. CITIZEN OF WHAT 
2 3 2 during most of working life, even If retired) INDUSTRY COUNTRY? 
2 Zo None. Frostburg, Maryland U. S. Ae 
= 7 
8 £c 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
= Be John J. Price Sarah Jane Edwards 
= 15. WASD ED -S. ARMED Fl 7) 16. EEA 599 Land 
= s 2 (Yes, Perrone Fuiseecenen wee dtsesiea) ay Po veganane TSE SR MARL GG) ger ’ Address umber Lan » Md 
g 8E 240-44 -¥954 Allegany County Infirmary records. 
ed Fie: 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (Qu) INTERVAL BETWEEN 
2.52 PART J. DEATH was CAUSED By: (#/ 7 5 Ray) 
BSz8 \_ IMMEDIATE CAUSE (a) 
=o Ss af DUE TI 
8 Conditions, Hf any, which 
. gave rise to Immediate 


cause (a), stating the ( DUE TY 
underlying cause last. 


(hat ee = 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED 10 THE TERMINAL DISEASE CONDITION GIVEN INPART (a) | 19. nee AUTOPSY 


RFORMED? 


yes[] No[] 


20a. ACCIDENT WAS UNDERLYING Ey 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part I! of Item 18.) 
OR CONTRIBUTING [7 CAUSE OF DEATH 


(IF EITHER, NOTI JEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year 


20d. INJURY OCCURRED | 206. PLACE OF INJURY (Home, farm, 
Hour a.m. while Not while factory, street, office bldg., etc.) 
p.m. 19 at work[_] at work oO 

21. | certify that (I) (this hospital) attended the deceased from 


saw the deceased alive o 19____., and that death 
22a. SIGN 


20%. (Clty or town) (County) (State) 


After this certificate has been si 
MEDICAL CERTIFICATION 


Soe ane 3) 19____, that (I) (we) last 
rred_at_$__M, from the causes and on the date stated above, 
3 ury 22b. DATE SIGNED 
. STAFF 
mo. avs. “* BR Bingoror IK rwws XR! 9/25/1965 
22d, ADDRESS 


Tee B. Mathews, M. D. 9 Greene St., Cumberland, Md. 
23a. BURIAL, CREMATION, 


23p. DATE THEREOF 23c. NAME OF CEMETERY OR CREMAFORY 23d. LOCATION (City, town or county) Gtate) 
REMOVAL (Specify) 2 
3 FrRostevpe Memorial fi _[(Pesiauke , 
24. FUNERAL DIRECTOR ‘ADDRESS 7B BY REGISTRAR | 29D. REGISTRAR’S SIGNATURE 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law re 


22c. PHYSICIAN’ 
NAME (Type) 


Page 4 may be retained by the hospital or attending physician, 


TO FUNERAL DIRECTOR: 
should be filed with the State Dept. of Health prior to burial, cremation, or removal, and In any 


director, page 3 should be detached for use as the bur! 


Be _—_ Laepth flr 7 b. HeeTrgfir 29 106s | vee hcg 


MARYLAND STATE DEPARTMENT OF HEALTH 
174 WE: OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, eae 


oh 


_ CERTIFICATE oF DENTE if 
2s 1 PLAGE OF DEATH emp bar Sasa Ree ¢ deceased lived, Tf institution: Residence Before admission) 
aie ; Allegan: a. STATE Maryland b. COUNTY 11 
258 gany MARYLAND y tan Allegany 
os b. CITY OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
= 22 tel ae ae give nearest town) 
ss 7/23/1965 2 Westernport 
ohn a TNE a HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS @. 1S RESIDENCE 
23an 1 ON A FARM? 
=ee Allegany County Infirmary 117 Front Street yes] no 
S55 3. NAME OF First Middle Tast 4 DATE Month Day ‘Year 
Ch a 
ese (ype oF print) Beulah Ravenscroft bam September 25, 19 65 
5. SEX 6. CDLOR DR RACE | 7, MARRIED [| q 8. DATE DF BIRTH 9. “AGE (in years [IFUNOER1 YEAR IF UNDER 24 HRS. 
si Min. 
Female White wippweo [7] oworceo{}| 2/1/1889 6 yrs. PEL] | | 3 
Joa, USURL OCCUPATIDN (Give Kind of Wark done] 10b. KING OF BUSINESS OR ‘TL BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retlred) INOUSTR' Ue os 
Housewife Westernport, Maryland «De Ae 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
Benjamin Franklin Grenzeback Ann Elizabeth Edwards 


Op NAS DECEASED EVER IN U'S: ARMED FORCES? bts SOCIALSECURITYNO. | 17. INFORWANIP [CQ .Box 599 AtiesCumberland, Md. 
15 22 3352 |Allegany County Infirmary records. 


18. CAUSE OF DEATH [Enter only @: per IIne for (a), (b), and (c).. h INTERVAL BETWEEN 
thu. th 


5 SES 
PART |. a: WAS CAUSED BY Mini 
Picea If any, which 
gave rise to Immediate sil se a 
cause (a), stating the DUE #8 
underlying cause last. 
PART II. OTHER SiauIFICANT CONDITIONS CONTRIBUTING TD DEATH BUTNDTRELATED TD THE TERMINAL OISEASE CDNOITIDN GIVEN IN PART 1(a) 


IMMEDIATE CAUSE (a) 


-transit permit. Then please 


19. WAS AUTDPSY 
PERFDRMEO? 


ves{] Nov] 


A) 


20a. ACCIDENT WAS UNOERLYING 
DR CONTRIBUTING [7] CAUSE DF DI 
(IF EITHER, NDTI EQICAL EXAMINER) 


20c. TIME DF INJURY Month, Day, Year 


20b. DESCRIBE HDW INJURY DCCURRED. (Enter nature of Injury In Part | or Part I of Item 18.) 


20d. INJURY DCCURRED | 200. PLACE DF INJURY (Home, farm, 
Hour a.m. While Not While factory, street, office bidg., etc.) 
Aus 19 at work at work [1] 


21. I certlfy that (1) (this iol) attended the deceased from_July 23, , 191 to. 19_6S, that (I) (we) last 
pt. pie 


saw the,deceased alive o and that Waal vecurred at_A__M, from the causes and on the date stated above. 


22a. SIGI tuk, 


20f. (City or town) (County) (State) 


MEDICAL CERTIFICATION 


wel 22b. DATE SIGNED 


9/25/1965 


Me STAFF 
neg) birtctor IK] BAYS. 


.D. PHYS. 


i~ 
TO HOSPITAL i D one PHYSICIAN: The law requires that the death certificate be executed von. after death. 


Page 4 may be retained by the hospital or attending physician. 
should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician 


director, page 3 should be detached for use as the burial 


/ 22c, PHYSICIAN’S 22d, ADORESS 
NAME (ype) Tee B. Mathews, M. De 9 Greene St., Cumberland, Md. 
23a, BURIAL, CREMATION, 23b. OATE THEREDF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) tate) 
BUREMOVAL (Specify) | 9/27/65 Philos Westernport Md. 


24. ey J SEAS 


AODRESS 
Zara |) sesternport, Md. 


25a. RECO BY REGISTRAR] 25D. RERSTINES SIGNATURE 
oars EP 2 8 1964; Aenihg pusdps 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
4S 


11479 CERTIFICATE OF DEATH 1 


a Fae ee 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
” a. STATE b, COUNTY 
Allegany MARYLAND Naryland Allegany 


b. CITY OR TOWN (If outside corporate limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL end give nearest town) 
write RURAL and give nearest town) 


Midlothian 50 Years Midlothian, 


d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) d. STREET ADDRESS 8 ae ae 


vesL] noKt 


. NAME DF First Middle Last 4. DATE Month Day Year 
DECEASED 


i oF 
(ype or print) Anthony Ritchie veatH §=—s Sept. 13th, 1965 
. SEX 6. COLOR OR RACE | 7. marRiED [-] NEVER MARRIED []| ® OATE OF BIRTH 3. ROE (tn, years [IF UNDER YEAR IF UNDER 24RS, 
Irthday) [Months | Days | Hours Min, 


Malle White _ WIDOWEDX] pworceot] | March 27th, 1889 "He a 


10a. USUAL OCCUPATION (Give kind of work done| 1Db. KIND OF BUSINESS OR Ti. BIRTHPLACE (County & State, or forelyn country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 


etéAsst.Cook, Cafeteria |Celanese Corp. Maryland 


13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


James Ritchie Sarah Fisher 


15. WAS DECEASED EVER INU.S. ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17, INFORMANT Address 
(Yes, no, oF unkown) | (If yes dive war or dates of service) 


No 17-10-6600 Miss Edith Ritchie, Midlothian, Md. 
18. CAUSE OF DEATH [Enter only one cause per line for (a), 


PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a) 


a 


on papers. Pages 
within 72 hours a’ 


physician and c 
Then please rem 


ing 


transit permit. 


Cenditions, If any, which 
gave rise to Immediate 
causa (a), stating the 
underlying cause last, 
PART II, OTHER SIGNIFICANT CONDITIONS CONTRIGUTING TO DEATH BUTNOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART 1(a) 19. SAS 
yes [] NOR] 


20a. ACCIDENT WAS UNDERLYING EA ‘2Db. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part Il of Item 18.) 
OR CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,) 20f. (City or town) (County) (State) 
Hour a.m. While factory, street, office bidg., etc.) 


Not While 
p.m. 19 at work L_] at work (5 , 
21. I certify that (1) (this hospital) attended the rage , 1922.2, that (1) (we) last 


saw the deceased alive on. 19 and that death occurred ap OAR, fromfhe causes and on the date stated above. 
22a. SIGNATURE 22. DATE SIGNED 


ATTENDING MED. STAFF Teal 
a mo, PHYS. XY Director C] pays. C] Pelt ~G2 
22c. bab 22d. ADDRESS 
| Oye) W. O. McLane wy 167 E. Mein St., Frostburg, Md. 
23a. ROWE sect | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) Ma 


REMOVAL (Soecify) 2 
Buriat Pik F'bg. Memorial Park Frostburg, . 
24. FUNERAL DIRECTOR ADDRESS 25a. REC’D BY 7 194 25b. REGISTRAR'S SIGNATURE 


veais4) ‘S| Joseph R. Durst, Sr. Frostburg, Md. ome SEP 17 1985 fhorb, Judy 


20M 1/65 


MEDICAL CERTIFICATION 


Ss 
eS 
2 
3 
o 
= 
= 
_2 
ge 
aes 
sD 
ae 
2. 
£35 
oe 
oS 
eS 
er) 
eS 
238 
Bo 
oa 
S 
ss 
Seer 
iS 
AE 
go 
ie) 
oZ 
£5 
ae 
>S 
f= 
os 
= 
fe 
se 
ze 
oe 
es 
= 
z 
ce 
Se 
2 
sm 
< 
f=) 
e 


director, page 3 should be detached for use as the burial p : 
should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in an 
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PM3. Page 5 may be 
the State Department 
in 72 hours after death. 


nding” in pencil in Item 18. Give Pages 1, 2, and 3& 


pe 


be forwarded to the Chief Medical Examiner’s Office along with 
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Mme certificate, writing the word 
of Health or its designated agent, prior to burial, cremation, or removal, and in any eveni 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File pages 1 


director. Page 4 should 
retained for your files. 


TO DEPUTY M 
please execu™ 


3 
= 
z 
3 


= 


~ 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, a ho i 


11259 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 


. pe ee | 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 


Allegany ee a. STAT faryland b. COUNTY Allegany 


b. CITY DR TOWN {If outside cor, pete limits, C, LENGTH DF STAY IN 1b |; c. CITY DR TOWN (If outside corporete limits, write RURAL end give nearest town) 
write RURAL end give neerest town’ 


Cumberland ti Years Cumberland 
d. NAME OF HOSPITAL DR INSTITUTION (If not In hospital, glve street eddress) i STREET ADDRESS 8. EN KiERO 


Henderson Avenue 645 Henderson Avenue yesC) nob 


3. eg OF Firet Middle Last | 4. DATE Month Dey Year 


{iype or print _ Myrtle May _ Robinette DEATH September 26 19 65 


last birthday) Pyonths Hours | Min, 


Female White wipoweo pivorceo[]| Oct 23, 1896 68 ys 


10a. USUAL OCCUPATION (Give Kind of work done| 1Db. KIND OF BUSINESS OR 11. BIRTHPLACE (State or forelgn Tone 12, CITIZEN OF WHAT 
during most of working Iifa, even If ratired) INDUSTRY COUNTRY? 


Housekeeper At Home UsSehe 
‘ATHER’S NAME i 


5 Sx 6. COLOR OR RACE 7, MARRIED [&] NEVER MARRIED [-] | & DATE OF BIRTH 3. te Oe Ms AO . 
ays 


Albert Brotemarkle Virginia Rice 


15. WAS DECEASED EVER INU.S.ARMED FORCES? | 16. y ° 
(Yet, no, or unkown) | (If yes glre war or dates of service) Sere comune) 2 eamenae ea Henderson Ave 


No None dames R. Robinette 


18. CAUSE OF DEATH [Enter only one ceuse per line for (a), (b), end (c).) Vee a oH 
PART |. rey WAS CAUSED BY: 
MEDIATE CAUCE (ey CORONARY OCCLUSION 


DUE TO 
Conditions, if ény, which a CORONARY SCLEROSIS 
geve rise to Immediete 
cause (¢), stating the 


underlying cause lest, 


IBUTING TO DEATH BUT NOTRELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a; 19, WAS AUTOPSY 
= ih al. PERFORMED? 
Yes [7] NO 
20b. DESCRIBE HOW INJURY OCCURRED. (Enter natura of Injury In Part J or Pert II of Item 18.) 
PRIMARY | Bs CONTRIBUTING o 
CAUSE OF DEATH. 


2Dc. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
Hour ¢.m. While factory, street, offica bldg., etc.) 


Not While 
p.m, 19 at work] et work [1] 
21. | certify that | took charge of the remains described above, held an Autopsy [_], Inspection [34, Inquiry [xx], and in my opinion 
death resulted from: Natural causes [XJ], Accident [_], Suicide [_], Homicide [_], Undetermined manner [_] 
. J A CHIEF MEDICAL EXAMINER [_] 
nes ip, ASSISTANT MEDICAL EXAMINER [_] 22. DATE SIGNED 
7 DEPUTY MEDICAL EXAMINER September 26, 1965 
EXAMINER" 7 
AME NER BENEDICT SKITARELIC, M.D. Address (Street, city, town, or counfoumberland, Md, 
23a, BURIAL emo 23b, DATE THEREOF 2ac. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State). 


REMOVAL RS ecify) . 
9f29/65 Sunset Memorial Park Cumberland Rt3 rial 


24, FUNERAL agian ADDRESS 25a. REC'D BY REGISTRAR we: 'REGISTRA 
2 ar a 


Ruth E, Silcox Cumberland Maryland og SEP 28 196 


MEDICAL CERTIFICATION 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
11484 CERTIFICATE OF DEATH nop. vin, nad £938 


—_ 


1. PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before edmisson) 
Y kldtdtt/ Allegany MARYLAND Md. b.couny Garrett 
b. CITY OR TOWN (IF outside corporote limits, write [e, LENGTH OF STAY IN Ib || _ c. CITY OR TOWN (If outside carporate limits, write RURAL and give neares! town) 


RURAL ond give nearest tawn) : 
ostbure 9 days Grantsville (Rural) ID: ~ 


ofter death. Page 4 


ly filled in by the funerol director, 
Pages 1 ond 2 should be filed wi 


‘d. NAME OF HOSPITAL (If nat in hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION A FARM? 
~ Mine Hosnita yes NoO 
3. First Middle lost 4. DATE Month Doy Year 
x aad 4 tia cae 5 i 
‘ar print _ 
s ype ar pri BERT N. Ss Wares o/_ AVES 
5. SEX 6. COLOR OR RACE |7. maRRieD [-] NEVER MARRIED] |8. DATE OF BIRTH 9. AGE (In years [IF UNDER ¥ YEAR] IF UNDER 24 HRS. 
last birthdoy) [Months] Doys | Hours Min. 
wipoweD [] DIVORCED [} . ue 60 yrs. 


100. USUAL OCCUPATION (Give kind af wark dane} 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12, CITIZEN OF WHAT COUNTRY? 


18. CAUSE OF DEATH [Enter only one cause oi line for (0}, (b), wal Kh UNTERVAL BETWEEN, 
PART I. DEATH WAS CAUSED 8Y: enCnnr are. ae a: ee ava 
. IMMEDIATE CAUSE aK OD 3 : 

Conditions, if any, which sch osi S 


gave ta immediate 
cause (a}, stating the under. (DUE 10 
lying cause lost. (c) 


F during most of working life, even if retired) 
fs Re ed Bethelem Stee enning Ma. USA. 
rs 2 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
8 
ge harles Ross Rosa Layman 
Q o WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO. INFORMANT Address 
E (Yes, 90, O° unknown) [IF yes, give war or dates of service) 
¢ Yes _| “Wil IT 211 =07= Mrs. Mildred Wilt, R.D.Grantsville,Md 
& 
a. 
5 
§ 
2 
= 


that the death certificate be executed with 


3 
af 
os 
= 


TOR: After this certificate has been signed by the attending physi 


the registror prior ta burial, cremotian, ar remaval, and in any event within 72 hours after di 


'E 
6 
a 
6 malt Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART T(o)|19. WAS AUTOPSY 
rt 3 4 LG a yes (J NO 
per SI = [20c. ACCIDENT WAS UNDERLYING [) | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port ! ar Part It of item 18.) 
a i & | OR CONTRIBUTING L] CAUSE OF DEATH 
<eeeg © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
2 ota & [20c. TIME OF INJURY Month, Doy, Year [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or tawn) (County) (State) 
Foly 3 Hour a. m, While Not enile: foctory, street, office bldg., ete.) ! 
= si? 2 p.m. 19 Jat work [] at work - f 
2652 
Zeid 
gos 
oO = 
5 
fe = 3 ‘ADDRESS (Street, city or town, state} DATE SIGNED 
ACTUAL 5 
r 2 SIGNATURE 2 AD Peet ame a mm Be Te ee eee ed 2a eS” 
=o2 
2823 PHYSICIAN'S 
ifzi ! yas KR. MILES AUR MO. LONACONIING Md, 
= 
2 Bz° To. Las CREMATION, ‘2b, DATE THEREOF 2c, NAME OF CEMETERY OR CREMATORY Td. LOCATION (City, tawn, or county) (State) 
>> D> A 4 
326 3 ura 9/23/65 enshoff Cemetery Johnstown, Cambria, Pa. 
re F 


2da. REC'D BY REGISTRAR | 24b. RECITES SIGNATURE 


& 


3. FUNERAL DIR STORS fe ADDRESS: 
ANS (4) 
5M 9/58 ea OMe fia A NS 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


| 11422 CERTIFICATE OF DEATH 14939 


» PLACE DF DEATH 2. USUAL RESIDENGE (Where deceased lived, If institution: Residence before enna) 
a, COUNTY a. STATE b. COUNTY 
ALLEGANY MARYLAND W. VIRGINIA 


b. CITY DR TOWN (if outside corporate limits, c, LENGTH DF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 


write RURAL and give nearest town) MOOREFTIELD - d < 


5. ww, 
d, NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) |) d. STREET ADDRESS e. IS Ty 


MEMORIAL HOSPITAL SOUTH FORK ROAD rest nol] 


3. NAME DF First Middl . DATE Month Dai Year 
BENE DES idle Last 4. y 


OF 
Cy oF orn BEULAH Gy SEE cum SEPT, _ 18 
5. SEX 6. CDLOR OR RACE | 7, MARRIED [_] NEVER WARRIED AE] %. DATE OF BIRTH 9. AGE (in a TFUNDER 1 ¥CA8||F UNDER 23 HRS, 
2 fay) Months | Days | Hours Min, 


FEMALE ITE wipowe [_] Divorceo [|| S—B—1915 52 yrs. 


1Da. USUAL DCCUPATION (Give kind of work done | 1Db. KIND DF BUSINESS OR 11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
INDUSTRY COUNTRY? 


during most of working life, even If retired) 
W. VIRGINIA 


13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


CASSON SEE SALLY SEE 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? bs SOCIALSECURITY NO. | 17. INFORMANT Address 


(Yes, no, or unkown) |(Ifyes vive war or dates of service) & : js 
JS- 66-2 909\ MEMORIAL HOSPITAL -CUMBERLAND, MD, 
16. CAUSE DF DEATH [Enter only one cause-per line for (a), (b), and (c).1 [ s , Z, INTERVAL BETWEEN 
{ ) ONSET AND DEATH 
PART I. DEATH WAS CAUSED BY: “8 a 
IMMEDIATE CAUSE. Re 26s aS Yuna dy is CA bane 


ex DUE TO Q - <a 
GA & rn An 2 


we carbon papers. Pages 
y event, within 72 hours aftér Sate 


compietely filled in by the f 


—_— =- -_ —- =_ 


ed by the attending physi 
[-transit permit. Then ple 


Cenditions, If any, which 
gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause fast. (c) 


PART II. OTHER SIGNIFICANT CONDITIDNS CONTRIBUTING TD DEATH BUT NDT RELATED 10 THE TERMINAL DISEASE GONDITIONGIVEN IN PART 1(a) |19. Le bla 


yves[] no § 


or attending physician. 


ficate has been sii 


20a. ACCIDENT WAS UNDERLYING 2Db. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part [1 of Item 18.) 
DR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTI EDICAL EXAMINER) 


20c. TIME DF INJURY Month, Day, Year | 20d. INJURY DCCURRED | 20e. PLACE OF INJURY (Home, farm,{ 20f. (City or town) (County) (State) 
Hour a.m. while —, Not While factory, street, office bidg., etc.) 
p.m. 19 at work at work | 


MEDICAL CERTIFICATION 


21. | certlfy that (1) (this hospital) attended the deceased from__. ._____, 3530}; i j_—, that (1) (we) last 
saw the deceased alive on______________19_____, and that death occurred ai 350 Aor causes aie on the n the date stated above. 


SIGNATURE : ; |= DATE SIGNED 
s ATTENDING - MED. STA 
aS Li tekapntlty mo. PHYS “S] Bingcror C) pays. CJ 


ic. PHYSICIAN’S 22d. ADDRESS 
| NAME (Type) 


DR. F,. B, WHITWORTH 505 WASHING‘ n ND,MD 


23a. BURIAL, CREMATIDN,| 23b. DATE THEREOF 23c. NAME F CEMET YOR CREMATORY 23d, LOCATION Gity, wp OF yee ~ Gtate) 
R MOVAL pecify) \¢. nL. 

5 iD ae oS 

124. "Bd wer Zo ED wi airs 25D. Lae TRAR’S SIGI TaNpTURE 

ve Als (4) DATE 

20M 1/65 —— 


@ 


should be filed with the State Dept. of Health prior to burial, cremation, or removal, an 


director, page 3 should be detached for use as the bur' 


Page 4 may be retained by the hospi 
TO FUNERAL DIRECTOR: After this certi 
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ook 


apers. Pages 1 and 
in 72 hours after de 


ly filled in by the funeral 


that the death certificate be executed within ‘ hours after death. 
-transit permit. Then please remo) 


quires 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: 


The law re 


: After this certificate has been signed by the attending physician and 


should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any 


director, page 3 should be detached for use as the bur 


TO HOSPITAL 4 a= PHYSICIAN: 


VR A15 (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLA D 
11483 CERTIFICATE OF DEATH 12640 
1. PLAGE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
Co a, STATE, b. COUNTY 
Allegany MARYLAND Maryland Allegany 
b. eee OR TOWN (If outside coi erate limits, c. LENGTH OF STAY IN 1b || c. CiTY DR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town: 
_Cumberland Cumberland 
d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS 6. IS RESIDENCE 
ON A FARM? 
Sacred Heart Hospital 468 Goethe St. ves] nol) 
3. pores First Middle Last 4, bare Month Day Year 
(Typo oF print) SXXXEX Clara _— Agnes Sibley | beatH September _—30._——s-1965 
5. SEX 6. COLOR OR RACE | 7, MARRIED [K] NEVER MARRIED [-] | 8 OATE OF BIRTH 3. AGE (Tn years [IFUNDER 1 VEAR|IF UNDERZ@ ARS. 
es last birthday) ‘Months | Days | Hours | Min. 
Female White wioowen [7] ivorcep C] 6-19~1895 10. a. Months [| Days jours | in 
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR TL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY Gein d CDUNTRY? 
Housewife nm home Maryland Cumberland, American 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Lawnence Lindner Catherine Schrader 
15. WAS DECEASED EVER INU.S. ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT ‘Address 
(Yes, no, or unkown) | (Ifyes give war or dates of service) . . ee 
No, None Ma, Lester J, Sibey 468 Goethe St, Cumb. Md, 
TB. CAUSE DF DEATH [Enter onl INTERVAL BETWEEN 
Te. a Af . IWSET BND DEATH 
, IMMEDIATE CAUSE (a) oink 2 


DUE TO 
Conditions, If any, which (b) 
gave rise to Immediate 
cause (a), stating the ( DUE TO 


underlying cause last. O) 
5 PART I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) {19. gE SATE 
e oF i. ? 
s yes] No XJ 
= 20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part I or Part II of Item 18.) 
& | OR CONTRIBUTING [} CAUSE OF DEATH 
© | (IF EITHER, NOTI JEDICAL EXAMINER) 
z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 206. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
rt Hour a.m. Whit factory, street, office bidg., etc.) 
= a le pat while 
= p.m. 19 at workL_} at work O 


21. | certify that (I) (this hospital) attepded the deceased from. een, 10: )_, 19% , that (I) (we) last 
saw the deceased alive on a 19_©-\, and that déath occurred fy from the Causes and on the date stated above. 
22a. SIGNATURE = 22b. DATE S 
mp. PHYS NS hl Biktcror C1 pve I LoS 


a A Lomokaa od 


23a. REO TAC RE MATION 23b. DATE THEREOF 23c. Lh, OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
wae \10/4/65 SS. Peter # Paul Com, Cumberand, Maryfand 


24. FUNERAL DIRECTOR ADDRESS 


H. Wayne George Cumberland, Maryland 


25a. REC'D BY REGISTRAR 


om CT 5 1965 


25b. "REGISTRARS ‘S|GNATURE 
aay Lak. 


ied: 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 14R¢ 
E Mean OF DEATH 2. pany RESIDENCE (Where deceased Ly i a Residence before admission) 
ALLEGANY manyLAND "MARYLAND ee ALLEGANY 


b. CITY OR TOWN (if outside col tporate limits, c. LENGTH OF STAY IN ib || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 


write RURAL and give nearest town) 
CUMBERLAND. 6_DA ¢2 CUMBERLAND, 
d, NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give strest address) || d. STREET ADDRESS 0. TS RESIDENCE 
MEMORIAL HOSPITAL "1007 KENT AVE. ves] _no{Xl 
3. NAME OF First Middle Last 4. DATE Month Day Year 
DECEASED OF 
(ype or print) M{ NN TE Vv SIMPSON | DEATH SEPT. 13__1965 
5. SEX 6. COLOR OR RACE | 7, MARRIED [] NEVER MARRIED[]| & DATE OF BIRTH 9. AGE pes [iF UNDER 1 YEAR|IFUNDER 24 HRS. 
FEMALE | WHITE | wwoweoK] _ vwvorceo[] 4-23-1889 ‘al Decal | Sn 


10a, USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR 
during most of working life, even If retired) INDUSTRY 


SCHOOL TEACHER PUBLIC SCHOOLS. 


13. FATHER’S NAME 4. Homes AIDE! 


11. BIRTHPLACE (County & State, or foreign mat 12. CITIZEN OF WHAT 
COUNTRY? 


CHARLES A, SPROTT JANE ABSHER 
15. WAS DECEASED EVER INU.S. ARMED FORCEST 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (If yes give war or dates of service) 
TNKNOWN MEMORIAL HOSPITAL, CUMBERLAND, MD,_ 
18. CAUSE OF DEATH [Enter only one cause per. dine for (a), (b), and (c).1 INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE ma 
Le ¥ 
si Lowel wen 


Conditions, If any, which v4 5 °. 
gave rise to Immediate 


cause (a), stating the DUE TO ta “a page 
underlying cause tas @ Ade oe ay 


or attending physician. 


The law requires that the death certificate be executed within 24 hours after death. 
TO FUNERAL DIRECTOR: After this certificate has been 


3 PARTI. OTHER SIGNIFICANT EA fr CONTRIBUTING TO DEATH BUTNOTRELATED TOTHE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 19. epee 
é é 
= 

e AS f fr aaa or CIES ves [] NO 

= | 20a. ACCIDENT WAS. UNDERLYING Fy SCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Part | or Part [1 of Item 18.) 

| OR CONTRIBUTING (] CAUSE OF kara 

© | (IF EITHER, NOTIFY MEDICAL PXAMINER) 

z 20c. TIME OF INJURY Month, Day, Year ) 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
a Hour a.m, While Not While factory, street, office bldg., etc.) 

= p.m, 19 at work [_] at work oa 


21. I certify that (I) Me Avis )_gttended the Ee from_= «) t |) , that (I) (we) last 
saw the deceased alj ZS and that death occurred atl 215A m the causes and on the date stated above. 


22a. SIGNATURE 22b. DATE SIGNED 
ATTENDING MED. STAFF — wy 
Ln.  .. PHYS. vo pinecror [] pys. (11/5 SSA 44S 


22c. PHYSICIAN'S 22d. ADDRESS 


should be filed with the State Dept. of Health prior to burial, cremation, or remov. 


director, page 3 should be detached for use as the b 


Page 4 may be retained by the hosp 


TO HOSPITAL GR ATTENDING PHYSICIAN: 


| WWE (Pe) DR, ROBERT FEDDIS S00 GREENE ST. 
a a BURIAL een | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
AN | LCREST BURIAL PARK CUMBERLAND, MD. 
sy 25b. REGISTRAR’S SIGNATURE 


VR AIS (4) 


24, FUNERAL DIRECTOR ADDRESS | 25a. REC'D BY REGISTRAR 
20M 1/65 


BYRON KIGH T CUMBERLAND, MD. ee 16 1965 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


11485 CERTIFICATE OF DEATH if 


5 SE eee 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 


ALLEGANY warvano || “MARYLAND >. COURLLEGANY 


b. CITY OR TOWN (if outside Pas limits, c. LENGTH OF STAY IN Ib || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) 


CUMBERLAND 31 DAYS ( FUTINTS TONE 


d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS 8 tie 


MEMORIAL HOSPITAL ! ROUTE #1 yes} nol] 


First Middle Last 4. DATE Month Day Year 


Cpe or rin DONALD SELUERY SMITH Beam SEPT 19 


; SEX &. COLOR OR RACE |7, MarRiED [] NEVER MARRIED [| & OATE OF BIRTH AGE (In years | (FUNDER 1 YEAR|IF UNDER 24 ARS. 


MALE WHITE WIDOWED [] pivorceo[}{ AUG. 29, 1965 a | oe | me Kole bee oi 
ij 


10a. USUAL DGCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or foreign country) | 12. fp N ae WHAT 
during most of working life, even If retired) INDUSTRY 


NONE ane CUMBERLAND 


13.” FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


DONALD W. SMITH SHARON A, SMI] TH = 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFDRMANT Address 
(Yes, no, or unkown) | (If yes give war or dates of service) 


NO NONE MEMORIAL HOSPITAL 


18. CAUSE OF DEATH [Enter only one cause per line for (a), and (c).1 INTERVAL BETWEEN 


ONSET AND DEATH 
PART 1. DEATH WAS CAUSED BY: - 
IMMEDIATE CAUSE (a) (OKA. 


Me aid, DUE TO p 2 rs 
Conditions, if any, which 0) EM @tu Re 


gave rise to immediate 
cause (a), stating the DUE TO 
underlying cause last. (c). 


PART U1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVEN IN PART 1(a) 19. ue (ees 


YES a no [1] 


deat} 
? 


C 


/l and 2 


papers. Pages. 
hin 72 hours afte 


ly filled in by the fi 


transit permit. Then please remo’ 
, cremation, or removal, and in any ete 


20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part 11 of Item 18.) 
OR CONTRIBUTING [| CAUSE OF DEATH 
(IF EITHER, NOTH JEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE DF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
While Not While factory, street, office bidg., etc.) 


Mm. 19 at work at work 
21. | certlfy that (1) (this hospital) attended the deceased from._._____., a aie ee i , 19___, that (I) (we) last 
deceased alive on____.____19___, and that death occurred Wi tie ootese ar the causes and on the date stated above, 


MEOICAL CERTIFICATION 


22b. DATE SIGNED 


@ 


gi 


ATTENDING MED. STAFF 
PHYS. ie Director C]_ PAYS. ol 
22d. ADDKES' 


De. 
| NAME (12) DP | ROBERT D, BRODELL 500 GREENE ST., CUMBERLAND, MD, 


23a. BURIAL, i al 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY | 23d. LOCATIDN (City, town or county) (State) 


oe (Specify 
9/24/65 


ARTEMAS PA. 
24. ron a DIRECTOR ADDRESS 25a. REC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 


VR AIS (4) BYRON KIGHT CUMBERLAND, MD. pare QEP 29 {ile lig Age 
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@. 
tome funeral 


1, 2, and 3 


24 hours after death. If any dela! 
Office along with form PM3. Page 5 may be 


in Item 18. Give Pa 


” in pen 
Examiner's 


ing the word ski | 


director. Page 4 should be forwarded to the Chief Medical 


retained for your files. 
TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File pages 1 and 2 wit! 
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je certificate, writi 


TO DEPUTY M 
please execun 


te Department 
after death. 


prior to burial, cremation, or removal, and in any event withi 


of Health or its designated agent, 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


MEDICAL EXAMINER'S CERTIFICATE OF DEATH 14843 


1 bas DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 


Psa . STATE b. COUNTY 
Allegany asians i Md. Allegany 


b. CITY OR TOWN (if outside corporata Iimits, c, LENGTH OF STAY IN 16 |) c. CITY OR TOWN {if outsida corporate limits, writa RURAL end give nearest town) 
write RURAL and giva naarast to iy : = 
Rural Flintstone, . Life if Rural Flinstone, Md. 

NAME OF HOSPITAL OR INSTITUTION (If not In hospital, glva streat eddress) || d. STREET ADDRESS a. sede ng 


Star Route Flinstone, Md. ! Star Route Flinstone, ma. | ysl nod 


Je ae, First Middle Last 4. pare Month Oey Yeer 
(Type or print) Thaddeous 5; Smith | DEATH Sept 11 1965 


5. SEX 6, COLOR OR RACE |7. MARRIEO [-] NEVER MARRIEO[] | ® OATE OF BIRTH RE fi fame [i GROEN YEAR TF UNDER 24 
mths ays ours in. 


Males White wioweD £X] ovorceo[]| Sept 6, 1879 86 ys. 


10. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (State or forelgn country) 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 


Retired Farmer Farm Pa. USA 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
James P. Smith Sarah (Jay) Smith 


15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Acdrass 
(Yet, no, or unkown) | (If yes glve war or dates of service) Star Route 


No None Mrs. Nellie Alt Flinstone, Mi. 


MEDICAL CERTIFICATION 


18. CAUSE DF DEATH [Enter only one ceuse per line for (@), (b), and (c).) INTERVAL BETWEEN 


PART |. OEATH WAS CAUSED BY: IND DEATH 
IMMEDIATE CAUSE (a) UREMIA Bays 


4AY3 Xx OUE To 
Conditions, If any, which 0) HYPERTENSIVE ARTERIOSCLEROTIC DISEASE YEARS 
gave rise to Immediate 
cause (a), stating the OUE TO 
underlying cause last. (c). 


PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 10 DEATH BUTNOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART1(a) |19. Peo eaam 


DIABETES MELLITUS ves [] NO DH 


20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nuture of Injury In Part ! or Part 1] of Item 18.) 
eae oe Panes oo i3| 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
Hour while Not While factory, street, office bidg., et 


5 19 at work at work 
21. | certify that | took charge of the remains described above, held an Autopsy [_], Inspection [x], inquiry [X], and In my opinion 
death resulted from: Natural causes Accident (4, Suicide (J, Homicide [], Undetermined manner [_] 
. CHIEF MEDICAL EXAMINER [_] 
Stovature Fe wip, ASSISTANT MEDICAL EXAMINER [_] 22. DATE SIGNED 
alaniené: DEPUTY MEDICAL EXAMINER [X] SEPTEMBER 11, 1965 


EXAMI 
NAME (Type) BEN Address (Street, city, town, or county) 
23a, BURIAL, CREMATION,| 23b. DATE THEREOF d 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) 


i 
“Buna Fairview Artemas 


yet Isept. 13, 196 


24. FUNERAL DIRECTOR ADDRESS 25a. REC'D BY REGISTRAR 256, BGISTRAR’S S INATURE 
Byron Kight Cumberland, Ma. omgeP 14 1965 Pea ts ern 


\ 


— 


and 2 


ant 


uted within . hours after death. 


id completely filled in by the- funeral 


|, and in any event, within 72 hours gtte 


it. Then please remove carbon papers. Page: 


-transit permi 
, cremation, or remova 
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VR A15 (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


87 CERTIFICATE OF DEATH 


1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If Institution: Resldence before admission) 
a. COUNTY a. STATE b. COUNTY 
MARYLAND MARYLAND ALLEGANY 


. OR TOWN (if outside cor ect, limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
“arite RURAL and give nearest town) sa 


CUMBERLAND. BOWLING GREEN Cumbenfand, 


d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) ¢. STREET ADDRESS e. Sees 


SACRED HEART HOSPITAL McMULLEN HIGHWAY ves] nol 


3. NAME OF First Middle Last 4. DATE Month Day Year 


(Type or print PLEASANT ELLEN SNYDER | Stata SEPTEMBER 47-49 65 


5, SEX & COLOR OR RACE | 7, nianRiED Cc) NEVER MARRIED [-]| & DATE OF BIRTH 9. AGE (in years [IF UNDER A VEAR FUNDER 29S 
last bl aed Months | Days | Hours | Min, 
FEMALE WHITE WIDOWED x) DIVORCED [7] 10/10/65 59 | 


10a. USUAL OCCUPATION (Give kind of work done| 10b. ii OF BUSINESS OR TI. BIRTHPLACE (County & State, or foreign Sa 12. CITIZEN OF WHAT 
during most of working life, even If retired) NDUSTRY COUNTRY? 


Houskgborxer Celanese Fibres Futon Co., Penna. USA 


13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
DENTON EVERTS Jéanie MORTON 


15. WAS DECEASED EVER INU.S.ARMEDFORCES? | 16, SOCIALSECURITY NO. | 17. INFORMANT MA Lewis Eventhiess 
° 


ET — 217-10-6040 < i Ss R r fhameock Md, 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] < NRE ieaTany 
PART |. DEATH WAS CAUSED BY: bel) fe 
IMMEDIATE CAUSE (a) NEL evra + “i px Z leeks 
ay 
4 fA A DUE TO 
Conditions, If any, which ) 
gave rise to Immediate 


cause (a), stating the DUE TO 
underlying cause last, (©). 


PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 10 DEATH BUT NOTRELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART 1(a) |19. fon AUTOPSY 


Oey foes — etc pls iy MED? 


ves te im} 
20a. camer UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. AEntér nature of Injury In Part 1 or Part 11 of Item 18.) 
OR CONTRIBUTING (] CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
Hour a.m. while factory, street, office bidg., etc.) 


Not While 
p.m, 19___{at work) at work’ 1] 
21. | certify that (1) (this hospital) attended the deceased fr 17, 1965, that @))(we) last 
saw the deceased alive pe hess, and that death areas < aah ‘tm the causes and on the date stated above. 


22a. SIGNATURE cal F) 1G] 
aa —_ 
AAKL gee AS yy, Mypnome ‘ef SePsron (1 BE Mae 
Me TAME (pe) Gre QUESY SATA AL. AP, Ee CREE T Cr BERLAMO, MD» 


MEDICAL CERTIFICATION 


23a. BURIAL, CREMATION,| 23b, DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY | 23d. LOCATION (City, town or county) (State) 


Bubtat | 9/19/65 Damasous Church Cometery | Fulton Counts, 


Penna, 
24. FUNERAL DIRECTOR ADDRESS 2a, D BY REGISTRAR sf 25d. sett (AR’S SIGNATURE 


H, Wayne George Cumberland, Maryland prDEP 21 196 Leanl, 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


Ve 


tans a 
sve 11488 CERTIFICATE OF DEATH 14 
238 1 PLAGE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If institutlon: Residence before admission) 
7. fi b. COU 
ARS Allegany ‘cme Mery Lend NY Allegany 
Sis b. CITY OR TOWN (If outside corporate limits, ©. LENGTH DF STAY IN 1b || c. CITY DR TOWN (If outside corporate limits, write RURAL and give nearest town) 
Bs e write RURAL and give nearest town) 
= 8 Cumberland 4/10/1965 ||} Mt. Savage 
z on d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, glve street address) || d. STREET ADDRESS a Reece 
a 
= Rs Allegany County Infirmary / ves GRO 
s Ee 3. NAME OF First Middte Last 4. DATE Month Day Year 
r (Type or print) Herbert Jesse Stevens | beta SOptember 7, 1965 
5. SEX 6. COLOR OR RACE | 7. MARRIED RR] NEVER MARRIED[] | & DATE OF BIRTH 9. AGE (In, years [IFUNDER I YEAR|IF UNDER 24HRS, 
last birthday) Months] Days | Hours | Min. 
a Male white WiDGRED Oo mivencen Oo 19/1 ol a al Days Hours. | Min. 
= 10a, USUAL DCGUPATION (Give kind of workdone| i0b. KIND DF BUSINESS OR Ti. BIRTHPLACE (County & State, or foreion country) | 12. CITIZEN OF WHAT 
So during most of workin; is ven If r: bio Tane: comer 
2 Retired: Millwright |celanese Corp. | Maryland Ug, > ae 
7 “13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
Walter Stevens Minnie Yantz 


17. INFORMANT’. Oe BOX 599, addres Cumberland, Md 
Allegany County Infirmary records. 


cremation, or removal, 


15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIAL SECURITY NO. 
9° 
# 


(Yes, no, or unkown) | (If yes give war or dates of service) 
i | 1407-3226 

18. CAUSE OF DEATH [Enter only one Oke Ine for (a), (b), a ts fal —, ER DEERE 
PART |. DEATH WAS CAUSED BY: ! y then Lak 
’ IMMEDIATE CAUSE eats keerkili, m4 

4 } s < 
DUE Axkiiey Se 
Conditions, If any, which Y @ i, 


gave rise to Immediate "e C Pd 

cause (a), stating the DUE Ti } $ 1 

underlying cause last. ( $ jp 
PART I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN INPART1(a) = |19. re AUTOPSY | 


The law requires that the death certificate be executed within . hours after death. 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician ang 


= 
2 
& RFORMED? 
2 yes] Not] 
= & | 20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part Il of Item 18, 
& | DR CONTRIBUTING [) CAUSE OF DEATH : iN: ) 
© | (IF EITHER, NOTI EDICAL EXAMINER) 
= | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
s 
a Hour a.m. while Not Whit factory, street, office bldg., etc.) 
5 le 
= p.m. 19 at work [| at work LJ 
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VR AiS5 (4) 4 


15M 4-64 


21. 1 certify that (1) (this hospital) attended the deceased from_ADril 10 19 tsept. 7,19 that (I) (we) last 


saw the deceased alive on. 19_65,, and that seath ocgured at EM from the causes and on the date stated above. 
22a, SIGNATUR 4 220. DATE SIGNED 
wp. PAYS? OK) bietoror X] pivs. (&) 9/8/1965 


22d. ADDRESS 


49 Greene St., Cumberland,Md. 


| 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 


~ 


22c. PHYSICIAN'S 


NAME (ype) TO@@ Be Mathews, M. D. 


23a. BURIAL, CREMATION,| 23>. DATE THEREOF 
REMOVAL (Specify) 
buria 

24. FUNERAL DIRECTO! 


EAFSR FUNSRAL HO} E 60 


director, page 3 should be detached for use as the burial-transit permit. Then please re 


should be filed with the State Dept. of Health prior to burial 
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in p 
Examiner's Office along with form PM3. Page 5 may be 


E“me certificate, writing the word “pendin 
should be forwarded to the Chief Medica 


please execue 


direc! 


tor. Page 4 
retained for your files. 


he State Department 
2 hours after death. 


and in any event 


: Page 3 should be used as a burial-transit permit. File pages 1 and 


of Health or its designated agent, prior to burial, cremation, or removal 


TO FUNERAL DIRECTO! 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, a pitey:t 


11489 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 4 
1, TUAGE GF DEATH iB ape J Ne (Where deceased re Me ns Residence before admission) 
ALLEGANY MARYLAND ‘ MARYLAND : ALLEGANY 


b, CITY OR TOWN (if outside coi pee limits, ¢. LENGTH OF STAY IN 1b |‘ c. CITY OR TOWN (If outside corporata limits, write RURAL and give nearest town) 


write RURAL and give nearest town: 


4 
FROSTBURG D. O. A. | MI. SAVAGE 
d, NAME OF HOSPITAL OR INSTITUTION (if not In hospital, giva street address) a. STREET AQDRESS e. 1S fies 
| 
MINERS HOSPITAL YEs sc no fl 
. NAME OF First Middl 4. DATE Month D Year 
Lo oe rst jiddie Last lon ay 


OF 
(Typa or print) CORA B STUTLER | DEATH S 19 
. SEX 6. COLOR OR RACE | 7, MARRIEO [] NEVER MARRIED [~]| & DATE OF BIRTH 9. AGE Brin SER ear etirunor ahs. 


last yg 


FEMALE | WHITE winoweo CH —-oworcen J UNE 26, 1884 | 84 ond valle 
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (Stata or forelgn ae 12. CITIZEN OF WHAT 
during most of working lifa, even If retired) INDUSTRY COUNTRY? 
HOUSE WORK | | WEST VIRGINIA S.A. 
13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 
PHILLIP M. CHILDERS ELIZA J. MYERS 
15. WAS DECEASED EVER INU.S. ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | ([fyes give war or dates of service) 
| NONE . MABEL WILSON, MT. SAVAGE, 
18. CAUSE OF DEATH (Enter only ona causa per line Ga (a), (b), and (c).] | INTERVAL BETWEEN» 


PART |. DEATH WAS CAUSED BY: 


OQ. / ONSET AND TI 
IMMEDIATE CAUSE (a). Jo ehrstrorr J [las nlolene 


$30} OUE To ' 
Conditions, If any, which & Site cage ew 
gave rise to Immediata 
cause (2), DUE TO 


stating the 
underlying causa last, 


‘4 PARTI, OTHEN SN TFICANT CONDTT TONS CONTRIOUTINE TODEATI BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVENINPART 1(a) |19. fier 
3 ves[] No Bd 
= 20a. EXTERNAL CAUSE WAS 20b, DESCRIBE HOW INJURY OCCURREO. (Enter nature of Injury In Part | or Part IT of Itam 18.) 

& PRIMARY () or CONTRIBUTING () 

S | CAUSE OF DEATH. 

= |20c. TIME INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Homa, farm,| 20f. (Clty or town) (County) (State) 
2 Hour factory, street, offica bidg., etc.) 

a While. Not While 

= at work] at work 


21. | certify that 1 took charge of the remains described above, held an Autopsy [_], Inspection ix. Inquiry &, and in my opinion 
death resulted from: Natural causes Accident [_], Suicide [], Homicide [], Undetermined manner [_] 
> ia , CHIEF MEDICAL EXAMINER [—] 


M.p, ASSISTANT MEDICAL EXAMINER [] F, — DATE SIGNED 
DEPUTY MEDICAL EXAMINER [—] 25[bS 


Lege BENEDICT SKITARELIC, M. D. Address (Street, city, town, or countyRD 9, CUMBERLAND, MD, 


ACTUAL 
SIGNATUR 


23a. BURIAL, rien" | 23b, DATE THEREOF Fixe TJAME OF CEMETERY OR GREMATORY 23d. LOCATION (City, town or county) (State) 


i 
unten oer” ‘D- L1H. vik CREST fy IMBERLAND Mr 


24. FUNERAL DIRECTOR ADDRESS 25a. REC'D BY REGISTRAR| 25d. REGISTRAR'S SIGNATURE 
JOSEPH R. DURST, SR., FROSTBURG, MD. | 066 Yadd 


t ae 4 | oe OCT 4 ] £ cli Jecdge 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


FOR STAT 11490 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 14947 
HEALTH ~ PLACE DF DEATH Z. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 


8. COUNTY 
Allegany 


a. STATE 


MARYLAND Maryland 


b. COUNTY Alle gany 


“ue 


PEs b. CITY OR TOWN (If outside corporate IImits, c, LENGTH OF STAY IN 1b |" c. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest town) 
8 ez write RURAL and glve nearest town) 
STE Ss Cumberland 27 days 2 Cumberland 
é » BE d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street eddress) || d. STREET ADDRESS 8. (oe Me 
2g, i] 
© #8 8 Blough A 118 Blough Ave. yes] no fk] 
In 116 _ Bloug! Vee 
22. as a i aS First Middle Lest 4. BALE Month Oay Yeer 
eur 2 i 
eve =8 {iype or print ian K. Swick DEATH Sept. 19 IB 1965 
; = 5. 5 F BIRT 9. AGE (in years [IFUNDER 1 YEAR |IF UNDER 24HRS. 
ri a SSCL SRS vai MARRIEO [_] NEVER MARRIEOSE ] svelte pe 196 fast birthday) | sronths Hours } Min. 
E=8-) Male White WIDOWED [7] oivorceD [_} ’ yrs. 
sts 5 108, USUAL OCCUPATION (Give kind of work dona) i0b. KiND OF BUSINESS OR TI. BIRTHPLACE (State or forelgn country) 12. CITIZEN OF WHAT 
2s Se during most of working life, even If retired) INOUSTRY Cumberland Md. “TSA. 
ss a o) 
Eom > 
S35 98 AMPS NAME 7 
s Ss is. Fi E 14, MOTHER'S MATOEN NAME 
ean Be 
Le i Blacker 
Zs 8 OZ Baxter J. Swick Joyce Lee 
si8 rs Of NAS OECEASED EVER IN US” ARMED FORCES? 3] 25: SOCTALSECURITYNO. | 17.” INFORMANT ‘Address 
< “ Ri 
=a we ne none Baxter J. Swick, Cumberland, Md. 
o o 
= 58 EE 18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), end (c).1 ee ee 
BES 25 PART I. DEATMMEDLSTS eau ta) Acute Cardiac Failure; Pulmonary Edéma Tees 
2 FA , 
Bb sc VI4/ 
te D 4 
53s Be Conditions, If any, which * ig Congenital Anamoly of Heart (patent aia. 
£282 5 & gave rise to Immediate auctis Arteriosus, patent foramen ovale) | 
we fs couse (a), stating the ( OUE 10 
Saf Sa underlying cause last. (c) 
ee Cc) = 
3 25 8s & | PARTI. OTHER SIGNIFICANT CONOITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART1(a) |19. Was AUTOPSY 
2 is S ee RIBS TARE YODER 
Zeo2 3 i 
S57 Se 7/5 vesK] no Tj 
Ewe gs i | 200, EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part Il of Item 18.) 
£=F oe eupaen SC-GONTRIBUTING oO 
J = J. 
225 2B BA 
(a oe £2 | 20c. TIME OF INJURY Month, Day, Year ) 20d. INJURY OCCURRED We, PLACE OF INJURY ome, farm. 20. (Clty or town) County) State) 
eRe ow 5 Hour a.m. While. — Not While See Peco west? 
Bee 32 3 MT, 19 at work} at work 
=tx ce 21, I certify that | took charge of the remains desgribed above, held an Autopsy [x], Inspection  ], Inquiry [xc], and In my opinion 
5 22s cay death resulted from: — Natural causes $C], ident [_], Suicide [}, Homicide [_], Undetermined manner [_] 
¥ oS % —7 CHIEF MEDICAL EXAMINER [_] 
ge or 
¢ 28 af Sentton / ASSISTANT MEDICAL EXAMINER [_] 22. DATE SIGNED 
sf5q5 P DEPUTY MEDICAL EXAMINER Sept.19, 1965 
, e ‘ ‘ ¢ - 
E = ee == oa RAME thos) Dr. Benedict Skitarelic 2 M.D. Address (Street, city, town, or county) Rt 9 ,Cunmberland 
gos 52 23a, BURIAL, CREMATION,| 23b. DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
Sers +. REMOYAL (Specify) 
2S eS urial | Sept.21,1965 Davis Memorial Cemetery Cumberland, Md. J 
24. FUNERAL DIRECTOR ADDRESS 25a. er" oes 25. REGIS)RAR’S se tie 
VR AISME (5) \ James F. Scarpelli, Cumberland e DATE = 19 9 é <Agk, 
5M 65 a = g: — te — 


}, 


re 


MARYLAND STATE DEPARTMENT OF HEALTH 


G DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
es CERTIFICATE OF DEATH 14849 
£ E55 = — 
3 2s BY 1. PLACE OF DEATH 2. USUAL RESIOENCE (Where deceased lived, If institution: Residence before admission) 
o) aaa UL a. STATE b. COUNTY 
S 22 _AV-URGANY MARYLAND MARYTAND AGA coar 
= 6 O's b. CiTY OR TOWN (if outside corporate iimits, ¢, LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RU st town) 
a Bee write RURAL and give nearest town) 
3 
g =e 3 AND, $ dour _s_ ||: CUMBERLAND 
eo 3 oe d. TARE PHOS INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS e. ee 
Pcs ? 
a SACR™D HEART HOSPITAL /_220 BALTIMORE AVE. ves] nol 
= 3G 55 3. NAME OF First Middle Last 4. DATE Month Day Year 
=. sak DECEASEO OF 
¥, Se (ype or print) __ WHITE VASKI: DEATH SEPT. 6 19 65 
a S 5. SEX 6. COLOR OR 7. MARRIED [] NEVER MARRIED [-] | & OATE OF BIRTH 9. AGE (in years [IF UNOER 1 VEAR|IF UNDER 24HRS, 
& Gc >, ast birthday) \Months | Days | Hours ) Min. 
NEEE z WHITE wrooweo [7] vwvorcen[q| 3/10/82 83 yrs. 
2 es 10a. USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR TL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
2 88s during most of working life, even If retired) INDUSTRY PA COUNTRY? 
i 
2 ges PHYSICIAN e ILS.A. 
3 oeg 13. FATHER'S NAME 14, MOTHER’S MAIDEN NAME 
Fat 33 
ie ge 5 THOMAS TREVASKIS RUTH WHITE 
So ee 15. WAS DECEASEO EVER IN U.S. ARMEOFORCES? | 16. SOCIALSECURITYNO. | 17, INFORMANT Address 
s £ € Ss (Yes, no, or unkown) a war or dates of service) 
3 288 —cuapt DR. RICHARD Wi, TREVASKIS, JR, 
SS ae 2 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).7 fas Mee ae 
fo Se PART |. DEATH WAS CAUSED BY: hela? a : 
sESES ) IMMEOIATE CAUSE (2). He dasteoras, Auch ty bcarteal Sy 
BS 32. Lay 
= 
oo y x DUE 70 Sa here hue Xv (br beteg hfers Wel, bxc, 
gen Conditions, if any, which (0) 
‘Soo & gave rise to immediate a = 
Bes cause (a), stating the OUE 70 Chctubuce sacl q Leen.) $5) qa 
mts 8 underlying cause last. © 
fe cs PART Il. OTHER S$GNIFICANT CONOITIONS CONTRIBUTING TO OEATH BUT NOT RELATEO TO THE TERMINAL DISEASE CONOITION GIVEN IN PART 1(a) 
Be 


19. WAS BUTOPSY 
RMED? 
YE no] 
20a, ACCIDENT WAS UNDERLYING 206, DESCRIBE HOW INJURY. ED {Enter nature-oF Injury Io Part | or Part 11 of Item 18) 
OR CONTRIBUTING (1) CAUSE OF = 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year } 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm, 
Hour a.m, while Not White factory, street, office bldg., etc.) 
i at.wark. 
ra 


21. | certify that (I) (this hospital) attended the decegsed from ey tt 


ee CE 
and that death occurred at 22M, from the causes and on the date stated above. 
22b. DATE SIGNED 


wo ROO Bn EE | 7 r/o 


20f. (Clty or town) (County) (State) 


MEDICAL CERTIFICATION 


22c. PHYSICIAN'S 


22d. ADDRESS 5 ij FER eT 
NAME (Type) y, 


Cirrecfrrlad Z 
23a. BURIAL, CREMATION, 23b, OATE THEREOF | 23c. NAME OF CEMETERY OR CREMATORY 


Bute” | sept. 8, 1965| Hillcrest Burial Park 


nN 24. FUNERAL DIRECTOR ,. AODRESS 25a. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


agai SS Sf Aefe 2, 230 Balto Ave, Cumberland, rkmSEP 9 1964 Mortic scege 


15M 4-64 


director, page 3 should be detached for use as the burt 
should be filed with the State Dept. of Health prior to burial 


23d. LOCATION (City, town or county) (State) 


TO FUNERAL DIRECTOR: After this certi 


TO HOSPITAL @ .. PHYSICIAN: 
Page 4 may be retained by the hos 


>. after death. 


TO HOSPITAL = PHYSICIAN: The law requires that the death certificate be executed wit 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been si 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


=H: 11492 CERTIFICATE OF DEATH (2600 
s 
“3 © ay 1. PLACE DF DEATR 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
SS alk a. STATE b. COUNTY 
Cighe Allegany MARYLANO Maryaand Allegany 

oT CITY OR TOWN (lf sen col Ye limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and glvé nearest town) 
ad aS b. rp 
Bee write RURAL and give nearest town) | 
«8 {_ Cumberland, Md 
= .2 

g . A |. - 
alg d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) |} d. STREET ADDRESS e@. IS RESIDENCE 
23n y4 | ont 7 
= 82 (--|___Sacred Heart Hospital Rt, #3, Bedford Rd. ves [_]_No 
> tel 
Sse 3. NAME DF 4 . Month Da Yea 
Peel DECEASED Ridfdra hey 3 et pe a z : 
Baas ype or prin 1g} 
d op 5. SEX 6. COLOR OR Ri 8. OATE OF BIRTH 9, AGE (In years | [FUNDER 1 YEAR |IFUNDER 24 HRS, 
(f) SO BY QB LOVE last re day) ports Days | Hours | Min. 
ee White WIDOWED [J DivorceD [_] 11/3 /99 65 yrs. 
c_£ 10a. USUAL OCCUPATION (Glve kind of work done| 10b. KIND OF BUSINESS OR Tl. BIRTHPLACE (County & State, or forelgn country) | 12. CITIZEN OF WHAT 
ad Ss during most of working life, even If retired) INDUSTRY COUNTRY? 
B85 Farmer s Carl Beck Maryland USA 
acs 13, FATHER’S NAME 14, MOTHER’S MAIDEN NAME 
J 
SEs Charles Twige Tsabelle Hamilton 
2 £ 15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITY NO. | 17. INFORMANT Address 
2 Ss (Yes, no, or unkown) | (1fyes ive war or dates of service) A 5 : 
2 & ~ CAUSE OF DEATH [enter oni a = ). mess LL Tooke Boat, 0 oriend aT 

inter only one cause per line for (a), (b), and (c).J ec 

5 E PART |. DEATH WAS CAUSED BY: : ‘ 2 bi hae 
2s§ IMMEDIATE CAUSE (a) (- apt ae ¢ 
o > / 


ign 


gave rise to Immediate 
cause (a), stating the QUE TO 
underlying cause last. (0). 


eae | DUE TO 5 
Conditions, If any, which 0). fA wes pao ne 


Hour a.m. factory, street, office bidg., etc.) 


p.m. 19 


State Dept. of Health prior to bu 


3 PART II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART 1(@) = |19. pS ee 
= eee 

~ |S YES a no [} 
= 20a, ACCIDENT WAS UNDERLYING a a 20b. OESCRIBE HOW INJURY OCCURREO. (Enter nature of injury In Part | or Part I! of item 18.) 
& | OR CONTRIBUTING [) CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
3 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
a 
= 


while me: Wille 


at work at work {_} 


director, page 3 should be detached for use as the burial-transit permit. Then 


2 21, | certify that (1) this hosp) UE attended the decegsed from. that (1) (we) last 
= 19_¢ (= and that death o¢durred at_____M, from/the causes and on the date stated above. 
= 22a. 22. Vi SIGN! Z 
3 : MD. Smee OD iws. O GS 
x 22d, ADDR 
2! OD dre es WaT, 
3 23a, BURIAL, CREMATION,| 23D. OATE THEREOF 2c. NAME OF cEMETERY OR =—2 ae LOCATION (City, town or a ‘Gtate) 
a REMOVAL (Specify) | 

Burial fobeg 22, 1965 Iwige Cemetery Oldtown, Maryland 

U at D ety TADORESS 25a, _REC'O BY REGISTRAR we 25D. ovt., SIGNATURE 
VR AIS hn J. aeet Td ave,, Cumberiand ma _lomEP 21 196 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


5. SEX 


=n CERTIFICATE OF DEATH iso] 

2: 1. aaa ay 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
= \ zs ALLEGANY siniartatte a, STATE MARYLAND b. COUNTY ALLEGANY 

ses b. CITY OR TOWN (if outside corporate limits, ¢, LENGTH OF STAY IN Ib || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
35 nPROST BURG ae form LIFE ; FROSTBURG 

3 g d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, giva street address) cr STREET ADDRESS 8. ied OE CE 
es MINERS HOSPITAL 234 LOWER CONSOL RD. | ves] nok] 
38 3. pag First Middle Last 4. eee Month Day Year 

3. (lype or print) JOHN JACOB WAL BERT | oeatH SEPTEMBER 28, 1965 
Sh 

oO 


6, COLOR OR RACE 8. DATE OF BIRTH IF UNDER 24 HRS, 


7. MARRIED NEVER MARRIED 
a QO Hours | Min. 


9. AGE (In years | }FUNDER 1 YEAR 
ial birthday) ae Days 
O ys. 


MALE 


WHITE 


Eee wiDoweED [7] pivorceo[ | JAN. 24, 1885 
mt oe 10a. USUALOCCUPATION (Give kind of work done| 10b. KINO OF BUSINESS OR Tl. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
835 during most of working lifa, even If retired) INDUSTRY. COUNTRY? 
G85 RETIRED MUNER MINES MARYLAND U.S.A. 
= = 13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 
2 
ge UNKNOWN ANNIE WAL BERT 
=i 15. WAS DECEASEO EVER INU.S. ARMEDFORCES? | 16. SOCIALSECURITY NO. | 17. INFORMANT Address 
22 (Yes, no, or unkown) | (If yes give war or dates of service) 
3 NO 13-09-6589 MRS. MARY E, WALBERT, FROSTBURG, MD. 
rp, 18. CAUSE OF DEATH [Enter only one cause per lina for (a), (by, and (c).1 Paste) Ea 
ze PART I. DEATH WAS CAUSED BY: ; 5 ; Lt ithe 
ss IMMEDIATE CAUSE (2) Gs VO mA!) 
or 
Ea 


B 


DUE TO 
Conditions, If any, which o—_(Berpufatating Be, 
gave risa to Immediate 
causa (a), stating the DUE TO 


underlying cause last. (c). 
PART HI. OTHER SIGNIFICANT CONDITIONS CONTRIGUTING TO DEATH BUTNOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 


19. WAS AUTOPSY 
PERFORMED? 


yes (_] ua 
20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part IV of item 18.) 
OR CONTRIBUTING [-] CAUSE OF OEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 
Hour a.m. While — Not While 
p.m. 19 at work at work 


21. | certify that () (this hospitalYattended the ee a, 19. to. 19.27, that (1) (we) last 


saw the deceased alive oi 19 and that death ocourred at_.Z 2M, from the causes and on the date stated above. 
22a. SIGNATURE 


20e. PLACE OF INJURY (Home, farm, 


20f. (City or town) (Count; (State) 
factory, street, office bidg., etc.) ay 4 ‘ 2 4 


State Dept. of Health prior to burial, cremation, or removal, 


MEDICAL CERTIFICATION 


After this certificate has been si; 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. 


z (es rs SIGN! 
ATTENDING MED. STAFF 
Mp. PHYs. _(] Director [1] Puys. qi 30 


22c. PHYSICIAN'S |" ADDRESS 


| NAME (Type) 


— 
JOHN B, DAVIS, M. D. 2 BROADWAY, FROSTBURG, MD. 


23a, Ce Cee bron, 23b. DATE THEREOF he NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 


aL | 40-4-1 1G, MEMORIAL PARK FROSTBURG, MD, 
24. FUNERAL DIRECTOR ADDRESS 25a. REC'D BY 4 1965, REGISFRAR'S SIGNATURE 


0} sting et ser 
JOSEPH R. DURST, SR., FROSTBURG, MD. on OCT 4 1965 | tha PT 


~ 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: 
director, page 3 should be detached for use as the buri 


should be filed with the 


VR AIS ¢ 
20M 1/65 


ad 


ok 


led In by the funeral 


28 
53 
= 
73 
vt 
3s 
ee 
as 
ae 
on 
g 
SN 
Ben) 
as 
ey 
= 
se 
2 


a) 

oS 
B=} 
2 


The law requires that the death certificate be executed within 24 hours after death. 


or attending physician. 


director, page 3 should be detached for use as the burial-transit permit. Then please r 
should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in a 


Page 4 may be retained by the hosp! 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician 


2 
= 
= 
an 
= 
mz 
= 
s 
= 
= 
= 
= 
= 
oc 
o 
= 
= 
a 
a 
=} 
= 
=) 
e 


VR AIS (4) ! 


MARYLAND STATE DEPARTMENT OF HEALTH 
1 749 N OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 128902 
Ll ree DEATH Be as RESIDENCE (Where deceased bind bp ep Residence before admission) 
ALLEGANY mer ||“ "MARYLAND "ALLEGANY 
b. CITY OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN 1b c. CITY OR TOWN (if outside corporate limits, write RURAL end give nearest town) 
write RURAL and give nearest town) 
CUMBERLAND 127_DAYS CUMBERLAND 
d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS or RES DENCE 
MEMORIAL HOSPITAL 1300 KENTUCKY AVE. vesC] nol] 
3. poe a First Middle Last 4. He Month Day Year 
(Type or print) THELMA M. WEAVER | DEATH SEPT. 22 19 65 
5. SEX 6. COLOR OR RACE} 7, MARRIED [X NEVER MARRIED[]| ® DATE OF BIRTH [& AGE (in eas TFUNDER 1 YEAR |IF UNOER 24HRS, 
FEMALE | WHITE | wwoweo[] _oworceo(j] JUNE 9, 1808 Pia | | 
10a. USUAL OCCUPATION (Give kind ofworkdone| 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or foreign country) { 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY Ch ? 
HOUSEWIFE OWN HOME MARYLAND .cumpeRtanp | Ue>+ 
13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 
OSCAR STINE NANCY THORPE 
Yes, so town) jens ERED FORCES 16. SOCIALSECURITY NO. | 17. INFORMANT Address 
: Aree MEMORIAL HOSPITAL 
18. GAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
ONSET AND DEATH 
PA SE hella 


DUE TO 
Conditions, If any, which App Seeks Y fra PPEI. 
gave rise to Immediate ‘ = aA 
cause (a), stating the ( DUE TO 


underlying cause fast, (0) ee StS 


FS PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART 1(a) [19. Hoe Heeieeale 
= a 

$ YES ig] noT] 
i | 20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part I! of Item 18.) 

§ | OR CONTRIBUTING ( CAUSE OF DI 

© | (IF EITHER, NOTI IEDICAL EXAMINER) 

z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
a Hour a.m, While Not White factory, street, office bidg., etc.) 

a 

= p.m. 19 at work at work O 


Z,19€S that (!) (we) last 


21. | certify that (1) (this hospital) attended the deceased from. TR" 
saw the deceased alive on fae De 19 6S ind that death occurred a frbnf the*causes and on the date stated above. 
. 2b. DATE SIGNED 


Za. SIGNATURE | 
ATTENDINGS MED. STAFF 
ZZ MD. _ PHYS. Pw titteron D1 pas. OSA 25.796 


22c, acres 22d. ADDRESS 
| mre OR. CLAY DURRETT 236 VIRGINIA AVE, CUMB, MD, 


23a. BURIAL, CREMATION,| 23b, DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY | 23d. LOCATION (City, town or county) ~ (State) 


Barat | sept.25,1 ere tes Cumb 


25b. REGISTRAR’S SIGNATURE 


24. FUNERAL DIRECTOR RES: 25a. REC’D BY REGISTRAR 
F. Searpelli, Cumberland, Md 
geese “! : pies oS EP 27 1965) 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


TOrR« 
MEDICAL EXAMINER’S CERTIFICATE OF DEATH 14853 
PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admlssion) 
a. COUNTY a. STATE Vio mvland B.COUNTY 455) 
See ve Allegany MARYLAND larylan egany 
te Se b. CITY OR TOWN (If outside cet porate, mits, ¢. LENGTH OF STAY IN Ib |, c. CITY OR TOWN (If outside corporete limits, write RURAL end give nearest town) 
BER Es write RURAL end give nearest town) ¢ and 
STE Sy Cumberland 3 Years umberlan 
ae Fe d. NAME OF HOSPITAL OR INSTITUTION (if not In hospltal, give street address) || d. STREET ADDRESS e PEE Ne als 
Lies ; ? 
Os 22 X 92h, Glenwood Street / 92h Glenwood Street ves] no bd 
sz. a2 3. NAME OF First Middle last 4. DATE Month Day Year 
Bes ‘ 
Paz (Type or print) Albert Ray White path September 5 1965 
- 5. SEX 6. COLOR OR RACE 8. DATE OF BIRTH 9. AGE (In years | IF UNDER J YEAR |IF UNDER 24 HRS. 
r= - iis HDCP Sas (IE is rn Months | Days | Hours | Min. 
£§2 “3 Male White WIDOWED pworced [-] |\Sept¥ember 5,188 3 yrs. | 
2+5 BE 10a. USUAL OCCUPATION (Give Kind of work done | 10b. KIND OF BUSINESS OR 1i. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT 
ke E = Ss during most of working life, even If retired) INDUSTRY ¥ as COUNTRY? 
25m Te Retired Taxi Driver West Virginia Sele 
238 gs 13, FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
=~ ss 
BS3 oz (| Not Known ) (| Not Known ) 
z= ES 15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
Ns as (Yes, no, or unkown) | (If yes give war or dates of service) 
=a Es No 217-10-7670 |Police Dept Investigation ; 
Es. = 3&5 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c). INTERVAL BETWEEN 
2 PART |, DEATH WAS CAUSED BY: 
ec a s "IMMEDIATE CAUSE (6) CORONARY OCCLUSION 
s25 85 Due To 
eee ee eee ems) > ot CORONARY SCLEROSIS 
2 a: 
3 = B§s cause (a), stating the OUE TO 
ee ow underlying cause last. (o). = 
er | PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVENINPART l(a) |19. WAS AUTOPSY 
g2e of e ? 
nes sis 6 3 : yes] No ib: 
ear 25 © | 200, EXTERNAL CAUSE WAS 0b, DESCRIBE HOW INJURY OCCURRED. (Enter nuture of injury In Part | or Part IT of Item 18.) 
Saar oe 5 | BRIMARY C) or CONTRIBUTING C) 
T=] = . 
2E5 Bas 2 = 
= oe ee 2 20c. TIME OF INJURY Monti, Day, Year | 20d. INJURY OCCURRED | 2De. PLACE OF (a RCT 2Df. (Clty or town) (County) (State) 
eRe oe a Hour e.m. Es whe, Not White factory, street, office bldg., etc.) 
ze 23 = p.m. at_wor' at wor ~ - —~ 
=> <3 21. | certify that | took charge of the remains described above, held an Autopsy [_], Inspection [3x], Inquiry fx ], and in my opinion 
SSa. PS 
ee rd death resulted from: Natural causes (J, Accident [_], Suicide [—], Homicide [_], Undetermined manner [_] 
Pts hs] t } CHIEF MEDICAL EXAMINER [_] 
2 
AS poke ae f )__m.p, ASSISTANT MEDICAL EXAMINER ["] 22. DATE SIGNED 
2 = 0. 
4 ges aye canna DEPUTY MEDICAL EXAMINER [— September 5, 1965 
So 53 as name (ype) BENEDICT SKITARELIC, M.D. Address (Street, clty, town, or county) ‘ 
sos >= i Prey sie 230, DATE THEREOF 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State 
gists VAL (Specify: 
ele es Buri 9/7165 Allegany County Cenetery "Cumberland Maryland 
. FUNERAL DIRECTOR ‘ANDRESS | 25a. REC'D BY § 1965 25d. REGISTRAR'S SIGNATURE 
cp / 
VR AISME a in 
SMe aieey _ Ruth E, Silcox Cumberland Maryland | oar ES 9 196 ; a 


€ 


TO HOSPITAL OR ATTENOING PHYSICIAN: 


1 


and.2 


4 
pletely filled in by the”funeral 


i 


Page; 


transit permit. Then piease reméve carbo 


The law requires that the death certificate be executed within 24 hours after death. 
or attending physician, 


shouid be filed with the State Dept. of Health prior to burial, cremation, or removal, and in a 


director, page 3 should be detached for use as the bi 


Page 4 may be retained by the hosp’ 
TO FUNERAL OIRECTOR: After this certificate has been signed by the attending physician and 


VR AIS (4) 
20M 1/65 


=) 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARY ND 


11496 CERTIFICATE OF DEATH 12504 
1. Be ag 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
4 a. STATE b. COUNTY 
ALLEGANY MARYLAND W. VIRGINIA MINERAL 
b. CITY OR TOWN (if outside cor; pera limits, ¢. LENGTH OF STAY IN Ib || c. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest'town) 
write RURAL and give nearest town) 2 ae 
HOURS BURLINGTON oS ers 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospltal, give street address) || d. STREET ADDRESS 8 Benne. 
MEMORIAL HOSPITAL ves] nol] 
3. Bentines First Middte Last 4. pate Month Day Year 
(ype or print) BABY BOY WILFONG | DEATH SEPT. 30, 19 65 
5. SEX 6. COLOR OR RACE 7, MARRIED [] NEVER MARRIED [7 | & DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR|IF UNDER 24 HRS. 
last birthday) Months | Days | Hoyrs | Min. 
MALE WHI TE wiDOweED [-] pivorceo[]/ 9-30-1965 cot Me *| Ee eed | ij 
ee ive Feet prison) 10b. rene ee OR 11. BIRTHPLACE (County & State, or foreign country) | 12. Cee WHAT 
5 retir 
CUMBERLAND, MD. §) Saw. 
13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 
WILFONG JR, SANDRA E. CHESHIRE 
oe WASBED Ee a 16. SOCIALSEGURITY NO. | 17. INFORMANT Address 
iy MB, bh iT 
MEMORIAL HOSPITAL - CUMBERLAND, MD. 
18. CAUSE OF DEATH [Enter only one cause per line for (a), eatee INTERVAL BETWEEN 


PART 1, DEATH WAS CAUSED BY: ra ChE PANDEY 
, IMMEDIATE CAUSE (a) 
ig Pee Eg 2 
DUE TO 
Conditions, if any, which ®) Voip Ae 


gave rise te Immediate 
cause (a), stating the ( DUE TO 
underlying cause last. (). 


PART Ul, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATEDSQ THE TERMINA eee 19. WAS AUTOPSY 
yes[] no(} 
206. 


20a. ACCIDENT WAS ONE ER SING! 
OR CONTRIBUTING [] CAUSE 0 
(IF EITHER, NOTIFY MEDICAL SEAMINER) 


20c. TIME OF INJURY Month, Day, Year 
Hour a.m. 
p.m. 


21. I certify that {I) (this hospital) attended the aa from, 19___., that (I) (we) last 


saw the deceased alive Paha, and that death occurred at OZR NP wens: an wiMoauses and on the date stated above. 
22a. SIGNATUR 


ak | 29b. DATE SIGNED 
ATTENDING ED. STAFF 
PHYS. Director [1] Pays. [1 


22¢. RT AN 22d, ADDRESS 
[jo PORE. OUTS _MounD Rice NATIONAL HWY,, LA VALE, MD. 


23a, BURIAL, CREMATION, 23d. LOGATI 


SCRIBE HOW INJURY OCCURRED. (Enter hature of Injury | om Tor Part 1 of Item 18.) 


20d. INJURY OCCURRED | 20e, PLACE OF INJURY (Home, farm, 
While Not wie factory, street, office bldg., etc.) 
at work] at work 


20f. (City or town) (County) (State) 


MEDICAL CERTIFICATION 


19 


wn or county) (State) 


Lat } 23b. DATE THEREOF 23. NAME OF CEMETERY 0 CREMATORY 
ger ae SOL 3/ES— D 2ywaeke Lhe ip Cogito ot Fr Litla_. 
24. FUNERAL DIRECTOR z ADDRESS 25a. REC'D BY REGISTRAR t- RR — ses 
Byer keg, * en & aes nk DAT! on 5 196 =~ ia f; td 


ny i Qe, 
and Nemime funeral 


1,2, 
PM3, Page 5 may be 


If a 
* in pencil in item 18. Gi 


, writing the word po e 
we 4 should be forwarded to the Chief Medical Examiner's Office along 


retained for your files. 
TO FUNERAL DIRECTOR: 


Page 3 should be used as a burlal-transit permit. File pages 1 and 2 with the State Department 
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certificate, 


EXA 


:@: 


director. Pa 
of Health or its designated agent, prior to burial, cremation, or removal, and in any event within 72 hours after death. 


TO DEPUTY 
Please ex 


, MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


11497 MEDICAL EXAMINER'S CERTIFICATE OF DEATH i4 


lL PLAGE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If institution: Residence before admlssion) 
a IN’ a, STATE b. COUNTY 
Allegany MARYLAND Maryland Allegany 


b. CITY OR TOWN (If outside corporate limits, c. LENGTH OF STAY IN 1b = 
SHARC TOR Racy a ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 


Cresaptown 32 years f Cresaptown 
d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS e. peice 


Fir Tree Lane Fir Tree Lane yesC] nol 


. ee a First Middle Last 4 pave Month Day Year 
(Type oF print) Harry Lee Youngblood DEATH Sept. 23 1965 


5, SEX 6. GOLOR OR RACE | 7, ARRIED fc] NEVER MARRIED [-]| ® DATE OF BIRTR S.AGE {in yours || FUNDEW VEAR|IFUNDER 24HRS. 
‘ é Irthd Hours | Min. 
Male White WIDOWED [_] DivorceD[]] Dec. 31,1901 3 


106. USUAL OCCUPATION (Give kind of work done | 10b. KiND OF BUSINESS OR 11. BIRTHPLACE (Stete or foralgn country) ; 12. Cr 
during most of working lif, even If retired) INDUSTRY COUNTRY? 


Truck Driver Furniture Berkley Springs,W. Va} USA 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NANE 
Adam Youngblood | Elizabeth Whorton 
15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, ho, or unkown) ha Se aicear 
no Mrs. L. Helen Youngblood,Cresaptown, Md. 


18. CAUSE OF DEATH [Enter only one ceuse per line for (a), (b), ond (c).] INTERVAL BETWEEN 


PART 1. DEATH WA‘ : . * ONSET AND DEATH 
eee EAT MEDIATE CAUSE a) Bronchogenic Carcinoma 1_year 


/ ! DUE TO i i tasi 
Peal, IP aay cane . With generalized metastasis 


gave rise to Immediate 
cause (8), stating the ( OVE TO 
underlying ceuse last, (c). 


PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVENINPART 1(a) | 29. eS 


yes [} NORE 


20a, EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Part I or Part II of Item 18.) 
Cae ae i Oo 


20¢. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY(Home, farm,| 20f. (City or town) (County) (State) 
Hour factory, street, office bidg., et 
While Not While 
19 at work] et work [1] 


21. | certify that | took charge of the remains described above, held an Autopsy [_], Inspection &], Inquiry fe], and in my opinion 
death resulted from: Natural causes [1], Accident [_], Suicide [_], Homicide [_], Undetermined manner [_] 
, j CHIEF MEDICAL EXAMINER 
ACTUAL 22. DATE SIGNED 
SIGNATUR M.p, ASSISTANT MEDICAL EXAMINER [_] 
stents pepury MeDicaL Examiner X} Sept. 23, 1965 
NAME (Type) BENEDICT SKITARELIC, M.D. Address (Street, clty, town, or county Cumberland, Md. 


MEDICAL CERTIFICATION 


2a. REMQVACTSecIDO 23b, DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State). 
eC 
sept? { 5-Burial I.0.0.F. Geme Salisbu 
24. FUNERAL DIRECTOR ADDRESS 25a, REC'D BY REGISTRAR] 25D. REGISTRAR’S SIGNATURE 


A: James F. Scarpelli, Cumberland, Ma. oseP 27 1965 Ss a LP oer te 


\ 
\ 


MARYLAND STATE DEPARTMENT OF HEALTH 
4498 OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


e...| 
ited within 24 hours after death. 
filled in 


Bem CERTIFICATE OF DEATH i 4856 

rem! 

22 > 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 

2 MS BRGOUNDY, a. STATE b. COUNTY 

272 G. MARYLAND MARYLAND ALLEGANY 

- xs b. CITY DR TDWN (If outside sorpatate limits, c. LENGTH DF STAY IN 1b || "c. CITY DR TDWN (if outside corporate limits, write RURAL and give nearest town) 

poy write RURAL and give nearest town) Ovrs 

ben 4 CUMBERLAND aa 
on, d, NAME OF HOSPITAL OR INSTITUTION (if not in hospital, glve street address) “a. STREET ADDRESS @. 1S aN iene 
a™ ‘ 

Sos | ‘|_____SAORHD_HEART_HOSPITAL ___73)_BAKE2 ST, ves)noLJ 

ee NAME OF First middie Last 4. DATE Month Day ‘Year 

3a DECEASED OF 

as (lype or print) EDWARD GUY ZILER DEATH SEPT, 12 19 65 

Sa 5. SEX 6. COLOR OR RACE | 7, MARRIED [K] NEVER MARRIED [] | & DATE OF BIRTH 9. AGE (In years] IF UNDER J YEAR|IF UNDER 24 HRS. 
3 4 last birthday) | Months | Days | Hours Min. 

MALE WHITE WIDDWED ["] pivorceo{]| SEPT. 12, 1893 72_yrs. 


nots ee ae “ig kind eiverecone 10b, RAD wRpo ess OR 
ju of worl e, even Jf retire 
HEETved a bespat her Railroad 


Ti. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
ob a COUNTRY? 


13. FATHER'S NAME 14. MOTHER'S Te aA 6° = 
DAVID ZILER ELIEN DOYLE 


15. WAS DECEASED EVER INU.S. ARMED FDRCES? 


vestige cesmaeen) 17. INFORMANT Address 
y unkown, 
es 


jar 705-09-9874 | Margaret M. Ziler 784 Baker St. 


18. CAUSE OF DEATH [Enter only one cause Pek IIne for (a), "tes. INTERVAL BETWEEN 


and Lhe 
PART |. DEATH WAS CAUSED BY: SET AND DEATH 
IMMEDIATE CAUSE (a), ha PS gassasd 


16. SOCIAL SECURITY NO. 
(if ygs give war.gr dates of service) 


transit permit. Then plea: 


§ 
‘So 
o Ss DUE TO 
Bes Conditions, If any, which (b) 
wo 5 gave rise to Immediate 
£2 cause (a), stating the DUE TO 
= ae underlying cause last. (c). 
& me I PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVENINPART (a) 19. prorat 
2 = a. oa 
Se 5 yes] ND 
£ = 20a. ACCIDENT WAS UNDERLYING 20b.” DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of item 18.) 
3s § | OR CONTRIBUTING [) CAUSE OF DEATH 
co | (IF EITHER, NDTIFY MEDICAL EXAMINER) 
g 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
a Hour a.m. While Not While factory, street, office bidg., etc.) 
= at work{_] at work {|_| 


21. | ce ify that (0 er aT) attended the ™ om Mea >, 19.235, w SEFTE, 192s, that (I) (we) last 
saw the deceased alive o1 id that death occurred at____M, from tHe causes and on the date stated above. 


2a. ides |Z DATE SIGNED 
ATTENDING ED. STAFF 
M.D. Ex Dintetor C1 Buvs 


G13 S 


, page 3 should be detache i P } 
should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 
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TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be 


22c, melo Lbs, oF DPR ESS 
re ! NAME (Type) Lewis Brings MD | PE reen Street Cumberland,Md. 
i. 23a. REMOVAL (Specity) 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY on LOCATION (City, town or county) (State) 
Buria 9-15-65 St. Peter & Paul Cemetery Cumberland ,Md. 
24, FUNERAL DIRECTOR ADDRESS 


James F. Searpelli Cumberland,Md. 


VR A15 (4) - 
‘15M 4-64 


25a. REC'D BY 7 1964 25b. REGISTRAR’S SIGNATURE 


SEP 17 196§ _/Chorbey 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


17499 MEDICAL EXAMINER'S CERTIFICATE OF DEATH i4857 


\ 


“FOR STA 
HEALTH DEPT. 


Hs PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
ar egUN Allegany astate = Md, b. COUNTYAL Lecant 
SB2 ee aa MARYLAND 
5 = 3 4 be on aed aaa Ur enhiceee Cueomes . LENGTH OF STAY IN ib | c. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest town) 
2 3 
SE 2° cunber tag rurel Westernport 
> ae d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS e PW ab Te 
2 4 . / 
me £877 MEMORIAL HOSPITAL-=--DOA RD. 1 ves]_no Ft 
2 #8 3. NAME OF 
SSS 2h DECEASED ve First aE Middle Lat a. DATE Month Day Year 
Bae ff (Type or print) ames ca Ziler DEATH Sept. 27 if’ 
=7E a. % 6. COLOR OR RACE 7, MARRIED [ag NEVER MARRIED [-] | & OATE OF BIRTH 8. a in ia val me (aes ILL 
= 1 z lon ot ; 
sor aa male White WIDOWED [7] bivorceD [] Mar, 26, 1934 Bi | i. ieee igi . 
2°¢s Ps 10a. USUAL OCCUPATION (Give kind of workdone| 10b. KiND OF BUSINESS OR Ti. BIRTHPLACE (State or forelgn country) 12. CITIZEN OF WHAT 
SE TS dunjag most of working life, even If retired) INQUSTRY COUNTRY? 
Su 2 Miner Coal Mine Maryland «sed, 
os s gs 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
sts 3. Peter Ziler Priscilla Wilson 
z= rs 15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
Ne ae (Yes, ne, or unkown) | (Ifyes give war or dates of service) 
= gs no 220-28-6872 | Shirley Ziler-Westernport, Hd. 
3 
= a4 35 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).1 INTERVAL BETWEEN 
Se8 jas PART |. DEATH WAS CAUSED BY: Ua cle ae 
="5 3S ) » _, IMMEDIATE Cause (o)_______GORONARY THROMBOSIS ._pyqyrp —_____ 
E¥s £8 wLot DUE 10 
SS ck Conditions, If any, which (0), CORONARY SCLEROSIS 
282 55 gave rise to Immediate 
= S 25 cause (a), stating the ( OUE TO 
ste Sa underlying cause last. (c). ? =. 
gee tes & | PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TD DEATH BUT NDT RELATED TD THE TERMINAL DISEASE CDNDITIDNGIVEN IN PART 1(a) 19. WAS AUTOPSY 
Lol Ba — 
8S~ $2 41/8 YES & no [} 
eS pe 35 “ a Pron core ioeniG o 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nuture of injury In Part | or Part Il of Item 18.) 
2 ne or 
Steg Ba S| CAUSE oF DEATH. 
= Ce. or) 
e -= 2e = 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE DF INJURY (Home, farm,| 2Df. (Clty or town) (County) (State) 
ges me a Hour a.m. white Not While factory, street, office bidg., etc.) 
zee 3B = D.m. 19 at work] at work [1] 
552 28 21. I certify that ! took charge pf the remains described above, held an Autopsy [¢}, Inspection [x], Inquiry fx], and in my opinion 
ssa. = F ; 
offsa death resulted from: Natural causes [f}, Accident [_], Suicide [_], Homicide {_], Undetermined manner [_] 
Paes pS q S J CHIEF MEDICAL EXAMINER [_] 
4 ghee Lait ES mp, ASSISTANT MEDICAL EXAMINER [_] 22. DATE SIGNED 
ror ee .D. 
he ne cad DEPUTY MEDICAL EXAMINER {] SEPT, 27 1965 
ped 
3 -cES 2 EXAMINER'S ° 2 
5 oss a3 Tn NAME (Type) BENEDICT SKITARELIC, M e Address (Street, city, town, or count! «: 
Py 8 os == 23a. BURIAL, CREMATION,| 23b. DATE THEREOF Z3c. NAME OF CEMETERY DR GREMATORY 23d. LOCATION (Clty, town or county) (State) 
eas 2o35 
e 


REMAQYAL (Specify) 
Bur ty 9/29/65 Sunset Mem. Gardens Oumberland va, 
28, RGRAY DIRECT Kens ‘ADDRESS 258, REC'D BY REGISTRAR] 25D. REGISTRARS ab 
Nesternport, Md, | 9 1064, CLiayplo, Vee 
4 DAT! J 
“CL Lz s. SEP 29 1968 [onbay Juage 


